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Abstract 
This research examined the impact of breast cancer on 
body image and sexual functioning. Twenty women who underwent 
a mastectomy, twenty-one women who underwent a lumpectomy, and 
twenty-one women without personal history of breast disease or 
surgery completed measures of life experiences, marital 
satisfaction, body satisfaction, and sexual functioning. Data 
was both retrospective and prospective. The prospective data 
was collected in the form of daily diary ratings of body 
satisfaction and sexual functioning, which all participants 
completed for one month. Contrary to expectation, body 
satisfaction and sexual functioning did not differ between 
groups. For all groups, body satisfaction increased over ~ime, 
and sexual functioning declined over time. Body image and 
sexual functioning items were reliably related for a few women 
in all three groups. Overall, results suggest that women 
adjust well to the consequences of breast cancer, and that 
after one year postsurgery, there are no major body image or 
sexual functioning difficulties. 
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Introduction 
The primary task of this research was to investigate body 
image and sexual functioning among different groups of women. 
The women who were compared include women . who have had a 
mastectomy, women who have had a lumpectomy, and women without 
personal history of breast disease, breast surgery, or chronic 
illness. Body image and sexual functioning were selected as 
the area of focus for two reasons. First, the literature 
suggests that these are among the aspects of a woman's life 
most strongly affected by breast cancer surgery. Secondly# 
they represent important quality of life issues. 
A second goal of this research was to measure the 
relationship between body image and sexual functioning among 
women with a mastectomy, women with a lumpectomy, and women 
without breast disease or surgery. This study thus provides 
basic information on the relationship of body image and s~xual 
functioning, a topic which has not been addressed in previous 
research. 
Breast cancer 
According to the American Cancer Society, one of every 
nine women will develop breast cancer at some time in her life 
(American Cancer Society, 1992). There were an estimated 
180,000 cases of breast cancer among American women in 1992 
(American Cancer Society, 1992). Although replaced in 1986 by 
lung cancer as the leading cause of cancer deaths among women, 
breast cancer is among the most prevalent types of cancer for 
women (Auchincloss, 1990; Beckham & Golding, 1990), and a 
1 
large segment of women have been treated for the disease at 
some time in their life. 
Breast cancer has a good prognosis (Beckham & Golding, 
1990; National Cancer Institute, 1991) and does not 
exclusively target elderly women (Schain, 1985). Among women 
diagnosed with breast cancer, almost 100% will survive five 
years if the breast cancer is not invasive, 92 percent will 
survive five years if the cancer is localized, and 71 percent 
will sur~ive five ye~rs if the cancer has spread regionally 
(American Cancer Society, 1992). As the population of women 
with breast cancer increases and survival rates improve, the 
number of women adjusting to the consequences of breast cancer 
will continue to rise (Meyerowitz, 1981). 
Breast reconstruction is now widely available for women 
who have had breast cancer, and there is greater use of 
multimodal treatm~nt interventions, i.e. sur~ery followed by 
radiation and/or chemotherapy (National Cancer Institute, 
1993). Adjuvant treatment is now recommended for all women 
treated for breast cancer, even node negative women (with 
Stage I disease) (Rowland & Holland, 1990). The National 
Cancer Institute reports a survival advantage of 10% for women 
treated with adjuvant chemotherapy (Rowland & Holland, 1990). 
Greater numbers of women are being treated for breast cancer 
in an intensive manner for a more extended period of time than 
was the case only a few years earlier (Glanz & Lerman, 1992). 




A mastectomy refers to various surgeries, ranging from 
those that remove only the breast to those that remove the 
breast, chest muscles, and underarm lymph nodes (American 
Cancer Society, 1990a; National Cancer Institute, 1993). 
Mastectomy is among the surgeries thought to be most feared by 
women (Schain, 1991). In 1990, an estimated 100,000 women in 
this country underwent a mastectomy (American Cancer Society, 
1990b). In most areas of the United States, surgically 
removing the breast has been standard treatment for breast 
cancer (Bransfield, 1983; Meyerowitz, 1983), and approximately 
51% of women who are given a choice choose mastectomy 
(Walberg, Tanner, Romsaas, Trump, & Malec, 1987). 
Understanding postmastectomy issues that affect quality of 
life is essential. 
Lumpectomy 
In this procedure, only the breast lump is removed, along 
with a sampling of the lymph nodes under the arm (American 
Cancer Society, 1990b; National Cancer Institute, 1993). 
Following a lumpectomy, hormonal therapy and/or chemotherapy 
may be given. A local adjuvant treatment, such as radiation, 
is almost always provided to increase the likely effectiveness 
of the surgery (Love, 1991; National Cancer Institute, 1993). 
The National Surgical Adjuvant Breast Project (NSABP) reports 
that a breast conserving approach to breast cancer treatment 
leads to survival rates similar to those of mastectomy in 
women with early forms of breast cancer (Fisher, Redmond, & 
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Poisson, 1989). Continued published reports of the NSABP have 
added to the evidence that survival rates between women who 
undergo a mastectomy and women who undergo a lumpectomy with 
adjuvant radiation are equivalent (Baker Montague, & Childs, 
1979; Fisher, Bauer, Margolese, Poisson, Pilch, Redmond, 
Fisher, Wolmark, Deutsch, Montague, Safter, Wickerham, Lerner, 
Glass, Shibata, Deckers, Ketcham, Orshi, & Russell, 1985). 
In this study, several measures were used to assess body 
image and sexual functioning, and participants were required 
to keep daily records for one month of their body satisfaction 
and sexual functioning. It was believed that women who have 
had a mastectomy would have more impairment in their body 
image and sexual functioning than would women with a 
lumpectomy or women who have not had breast cancer. It was 
also believed that there would be a significant positive 
correlation between sexual functioning and body image for the 
entire sample of women. 
Justification for and Significance of the Study 
Cultural Context 
Breast cancer presents a unique psychological threat to 
women in that an eroticized body part, which symbolizes 
maternal, nurturing, sexual, and feminine features, becomes 
diseased (Metze, 1978). Female breasts are equated with 
sexuality and considered a symbol of beauty and womanhood 
(Ariel, 1987). Breast cancer threatens a body part closely 
connected with a woman's sexual identity, attractiveness, body 
image, and sense of femininity and motherhood (Beckham & 
4 
Golding, 1990, Geeslin, 1984; Hall & Fallowfield, 1989; 
Renneker & Cutler, 1952; Rowland & Holland, 1990; Salokarij 
Achte, Lindfors, Lehvonen, Vauhkonen, & Holsti, 1986; Witkin, 
1979). Breasts are thought to be related to a woman's ability 
to attract a mate, indicative of her reproductive and 
nurturance abilities, and connected to her sense of sexual 
appeal (Schain, 1991). This seems especially traumatic given 
the "mammocentric" focus (Schain, 1985, p. 200) of today's 
breast oriented culture (Polivy, 1977). 
In modern day society, attention to breasts is 
everywhere: in films, videos, and magazines; on posters and 
billboards; and in stores, schools, and offices (Wear, 1993). 
Women's bodies are objectified (Meyerowitz, 1981), and women 
are trained to believe that their femininity rests on their 
being "double breasted and protruding" (Witkin, 1975, p. 303). 
Disfigurement of any body part is likely to affect one's 
sense of self (Bernstein, 1990) and psychological and social 
functioning (Webb 1 1987). This is particularly true for women 
in this culture, whose self-concepts are strongly based on 
body satisfaction (Ariel, 1987; Ashurst & Hall, 1989; Bos, 
1986; Saltzberg, 1990; Secord & Jourard, 1953). 
Breast cancer is an illness that potentially disrupts 
what is most closely associated with the traditional female 
role (Mead, 1949; Meyerowitz et al., 1988). Many authors have, 
in fact, associated society's idealization of the female 
breast with the impact of mastectomy (e.g. Ashurst & Hall, 
1989; Asken, 1975; Bard & Sutherland, 1955; Derogatis, 1986; 
5 
Goin, 1982; Golden, 1983; Hendrick, 1982; Levy & Schain, 1988; 
Meyerowitz, Chaiken, & Clark, 1988; Schain, 1985, 1991). 
Because of the value this culture places on the breast, some 
women's identity may be threatened by breast cancer. 
Breast cancer has received more attention in the 
psychological literature than any other type of disease 
(Meyerowitz et al., 1988). One of 
interest is -that all three cancer 
radiation, and chemotherapy - are 
the reasons for this 
treatments - surgery, 
represented ( Rowland & 
Holland, 1990). Another reason for the strong interest in 
studying breast cancer's psychosocial impact probably has more 
to do with interest in the female sex role and gender identity 
issues (Meyerowitz et al., 1988). The potential danger 
inherent in this is that there may be a bias toward reaching 
conclusions that are as much based on stereotypes of women as 
on the empirical information actually gathered. 
Body Image 
Definition. 
Body image refers to the mental representation an 
individual has of one's body (Fallon, 1990; Krueger, 1990; 
Schilder, 1950). Historically, it has been defined in various 
ways (Andersen & LeGrand, 1991; Fisher, 1990; Thompson, 1990). 
The body image construct addressed in this research refers to 
appearance-related body image. It involves an evaluation of 
one's shape, size, weight or some other feature of one ' s body 
that determines physical appearance (Thompson, 1990). Among 
women, body image is closely tied with self-esteem (Freedman, 
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1989; Saltzberg, 1990; Secord & Jourard, 1953), and can vary 
depending on situational context (Cash, 1991; Cash & 
Pruzinsky, 1990). Interest in body image as a construct has 
recently heightened as the reported rate of eating disorders 
has increased (Thompson, 1990). 
One way body image has been conceptualized is as a 
multidimensional phenomenon involving perceptual, attitudinal, 
and behavioral features (Garner & Garfinkel, 1981; Rosen, 
Saltzberg, & Srebnik, 1989; Thompson, 1990). A particular type 
of body image problem primarily involves body size distortion. 
It can include a perceptual dysfunction, as in anorexia 
nervosa, whereby an individual is unable to accurately assess 
his/her own size. Another type of body image difficulty, known 
as body dissatisfaction, is more cognitively/affectively 
oriented. In this form of body image dysfunction, individuals 
may accurately assess the size of their body but respond with 
dysphoria (Cash & Brown, 1987). The two aspects of body image 
may operate together or independently (Garner & Garfinkel, 
1981). 
Body image problems may also involve a behavioral 
component. This may be manifested through a lifestyle that 
reflects individuals' negative views toward their appearance 
(Rosen, Srebnik, Saltzberg, & Wendt, 1991). For example, 
people with body image dissatisfaction may avoid certain 
situations, such as physical intimacy, that elicit attention 
toward physical appearance or toward a particular disliked 
body part or region. 
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The areas of emphasis in this research are the 
cognitive/affective and behavioral components of appearance-
related body satisfaction. Cognitive aspects of body image 
involve thoughts about one's entire body and specific body 
parts. These may include beliefs and attitudes about overall 
appearance and specific features, as well as attentional body-
focus ( Cash & Pruzinsky, 1990). This affective component 
involves feelings of degree of comfort and satisfaction with 
one's body and its parts (Cash & Pruzinsky, 1990). The 
behavioral aspect of body image is reflected in the tendency 
to avoid situations that involve bodily exposure or increased 
attention to appearance. It may also be manifested in a 
tendency to engage more frequently in certain behaviors, such 
as checking one's reflection in a mirror. The 
cognitive/affective and behavioral aspects of body image 
appear particularly relevant for mastectomy patients. 
Understanding and then restoring body image could have a 
positive effect on coping with cancer (Hopwood & Maguire, 
1988), ameliorating low self-esteem, and enhancing general 
quality of life. In addition, body acceptance is often an area 
of emphasis in sex therapy (Faith & Schare, 1993). The 
relationship between body satisfaction and sexual functioning 
has received little empirical attention. While researchers 
have assumed that body image dysphoria contributes to sexual 
problems (e.g. Cash, 1985; Derogatis, 1980; Hopwood & Maguire, 
1988), this has only recently been empirically studied (Cash 
& Pruzinsky, 1990). A better understanding of this 
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relationship in both a heal thy and clinical population is 
important and may have clinical relevance for designing 
effective interventions. As elaboration of this idea follows. 
Body Image and Sexuality 
Pruzinsky (1990) states that despite the sparse empirical 
data on the relationship between sexuality and body image, 11 it 
is easy to imagine that if individuals are uncomfortable with 
their bodily acceptance then it would be difficult to enjoy 
sexual contact 11 (p. 182). He further speculates that body 
image concerns could impair any aspect of the sexual response 
cycle. 
Few researchers have systematfcally studied the role of 
body image in sexual behavior in nonclinical populations. 
Faith and Schare (1993) found that scores on a body image 
measure that assessed conceptualizations toward one's body 
significantly predicted frequency of sexual behaviors. Their 
research suggests that fixating on perceived negative parts of 
one's body ( 11 spectatoring 11 ) is associated with sexual 
avoidance. According to their research, individuals with a 
negative view of their body are more likely to engage in 
sexually avoidance behaviors than individuals without a 
negative view of their body. 
Hangen and Cash (1990, 1991) and Cash (1991) have also 
discussed the relationship between body image and sexual 
functioning. In their theoretical paper, Hangen and Cash 
( 1990) report that body image issues could affect sexual 
desire, lead to avoidance, or result in spectatoring that 
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could impair sexual arousal or orgasm. Hangen and Cash (1991) 
found that among male and female sexually active, heterosexual 
college students, negative body image was associated with a 
narrower range of sexual activities and with less sexual 
satisfaction. For women, it was also related to lower rates of 
orgasm. 
Because of the lack of research associating body image 
and sexual functioning, Cash (1991) developed the Body 
Exposure in Sexual Activities Questionnaire (BESAQ), a measure 
to assess the extent to which individuals exhibit self-
conscious behavior and refrain from bodily exposure in sexual 
situations. Cash administered the measure to sexually active 
college students. He found a reliable relationship between 
body image and sexual satisfaction. More specifically 1 
negative feelings about one's body were positively correlated 
with lower rates of reported orgasm and with other types of 
sexual difficulties. Cash recommended that the scale be 
utilized with people with ''anomalies of physical appearance" 
(p. 5). 
Researching these relationships among women with a 
mastectomy or lumpectomy would be an important step in better 
understanding postoperative body image and sexuality 
adjustment. It would also be interesting to investigate this 
relationship among women in the Control Group in the proposed 
study, who are older than Cash's college-aged sample. 
Mastectomy and Body Image 
Postmastectomy body image has been addressed extensively 
10 
in the literature (e.g. Derogatis, 1980; Lamb & Woods, 1981; 
Lasry, Margolese, Poisson, Shibat, Fleischer, LaFleur, 
LeGault, & Taillefer, 1987; Lindeman, 1941; Meyerowitz, 1988; 
Polivy, 1977; Rennecker & Cutler, 1952; Schain, 1982, 1988). 
Many of these discussions are anecdotal and/or based on 
unstructured interviews (e.g. Harrell, 1972; Maguire, 1976). 
Systematically studying this relationship is an important 
means to accurately understanding postmastectomy concerns. 
Body image changes could affect women's functioning 
differently (Hall & Fallowfield, 1989). The importance a woman 
places on her breasts, including her emotional and sexual 
investment in her breasts and appearance, is theorized to 
affect her postmastectomy view of her body and self (Maguire, 
,. 
1976; Meyerowitz, 1981; Schain, 1988). Most researchers (e.g. 
Abt et al., 1978; Derogatis, 1980; Krukofsky, 1988) report 
that body image problems are inevitable postmastectomy. 
However, others (e.g. Andersen, 1985; Andersen & Jochimsen 
1985; Salokari et al., 1986) have found that mastectomy is not 
necessarily detrimental to a woman's body image. Meyerowitz et 
al. (1988) believe that many reports of postmastectomy body 
image, and threats to femininity in particular, are anecdotal 
and without empirical validation. 
Kriss and Kraemer ( 1986) designed a scale to measure 
postmastectomy body image. Their construct focused exclusively 
on acceptance of body parts, particularly the amputated breast 
region. Compared to a matched control group, women with a 
mastectomy had significantly more dislike for their breast 
11 
region, including the area of the missing breast. 
Po+ivy (1977) also studied postmastectomy changes in body 
image. She defined body image as satisfaction with one's body 
parts. Polivy found that immediately after surgery, there were 
no body image changes among mastectomy patients. Body 
satisfaction decreased, however, as time progressed. Polivy 
theorized that mastectomy patients utilize denial as a defense 
mechanism after surgery in order to adjust to their altered 
body. She reasons that they report diminished body image when 
their denial inevitably breaks down over time. Polivy 
concluded that a mastectomy causes a woman to feel worse about 
her body. 
Hopwood and Maguire (1988) point out that mastectomy not 
only involves disfigurement, but also the loss of a body part 
and function as well as a permanent change to a woman's body. 
They suggest that women may dissociate from the disfigured 
area and avoid contact with the region. They do not cite any 
empirical data, however, to support their claim. In addition, 
they suggest these consequences are detrimental. 
In his research, Maguire (1983, as cited in Hopwood & 
Maguire, 1988) found that 12 to 18 months postmastectomy, 22% 
of women reported "severe difficulties'' adjusting to the loss 
of their breast. Examples of avoidance behaviors suggestive of 
body image difficulties included removing mirrors, dressing in 
the dark, and becoming jealous at the sight of double breasted 
attractive women. The precise effect on their sexual 
functioning was not reported, and "severe difficulties" were 
12 
not quantified or well defined. 
Perhaps some reasons for inconsistent findings are the 
different definitions of body image that are used, the various 
methods employed to measure body image, the different levels 
of importance women place on their breasts, and the varying 
amounts of postsurgery among the women in the samples. 
Postmastectomy Body Image and Sexuality 
Empirical investigations of the relationship between body 
satisfaction and sexual behaviors in nonclinical populations 
have begun only recently (Cash, 1991; Faith & Schare, 1993; 
Hangen & Cash, 1991). A completely untested question in the 
breast cancer literature is the relationship between body 
image and sexual functioning. Though disturbance of body image 
among postmastectomy women is assumed to contribute to sexual 
problems (e.g. Derogatis, 1980; Hopwood & Maguire, 1988; 
Woods, 1975), this has not been empirically studied. It is 
unknown, for example, if sexual problems are separate from 
changes in body image, or it they are dependent on each other 
(Bransfield, 1983; Schain, 1985, 1988). It is also possible 
that body image changes mediate the impact of mastectomy on 
sexuality. 
Sexual Functioning 
Sexuality is an integral part of living and being human 
( Lamb & Woods, 19 81) and is an important aspect of one' s 
quality of life (Morokoff, 1988; Schover, Schain, & Montague, 
1989). Sexual functioning is vital in the rehabilitation of 
people with cancer and tends to be given little attention 
13 
(Burpie & Pollinsky, 1992; Schain, 1988). 
One group of individuals reported to be at high risk for 
the development of sexual difficulties is women with breast 
cancer (Andersen . & Jochimsen, 1985; Glanz .& Lerman, 1992, 
Meyerowitz et al., 1988). A prominent breast surgeon reports 
that postmastectomy sexuality is "one of the least discussed 
subjects" (p. 363), and that most surgeons have not discussed 
sexuality with their patients unless the patients raise the 
matter (Love, 1991). Maguire, Brooke, and Tact's (1983) data 
support this notion. They found that only 2% of all physicians 
spoke with their patients before or after a mastectomy about 
sexuality. Another researcher reported that among all of the 
concerns of postmastectomy women, the greatest fear is the 
possible loss of their partner's sexual responsiveness 
(Witkin, 1978). In addition, Kent (1975) reports that sexual 
life is among the challenging areas of postmastectomy 
adjustment. 
An often overlooked and understudied consequence of 
adjuvant treatment is that it leads to physiological changes 
that may impair female sexual response (Singer Kaplan, 1992). 
As previously mentioned, once reserved for women with large 
tumors and positive nodes, adjuvant treatment is now routinely 
prescribed for all women with breast cancer (Rowland & 
Holland, 1990; Singer Kaplan, 1992). Thus, there may be an 
organic basis for difficulties in any phase of the sexual 
response cycle. Al though beyond the scope of this present 
research, the physiological impact of adjuvant treatment 
14 
warrants further investigation (Singer Kaplan, 1992). 
Research on Mastectomy and Sexual Functioning 
Based on her review of the literature on mastectomy and 
sexual functioning, Bransfield (1983) reports that 
postmastectomy women are at high risk for developing sexual 
problems. In her review, Meyerowitz ( 1980) indicates that 
there is sound empirical evidence to indicate that at three to 
four months postmastectomy, almost half of mastectomy patients 
report sexual dissatisfaction and changes in sexual 
functioning. She reports that sexual relations are among the 
areas of a woman's life that are most disrupted by breast 
cancer. Witkin (1978) suggests that women with a mastectomy 
perceive themselves to be less attractive and sexually 
desirable than before the surgery, and that this leads to 
feelings of sexual inadequacy. Abt et al. (1978) found that 
women who had a mastectomy experience a decrease in many 
sexual behaviors, including sexual fantasies, acting 
seductively, and undressing in front of her partner, as a 
result of their surgery. 
A number of researchers have empirically investigated 
postmastectomy sexual functioning. In general, they have found 
a premastectomy to postmastectomy decrease in sexual 
satisfaction and decline in frequency of sexual activity. This 
literature is presented below. 
Some of the research on postmastectomy sexual functioning 
is prospective. For example, in a classic study, Morris, 
Greer, and White (1977) compared 91 women with breast cancer 
15 
(mastectomy) and 69 women with benign breast disease prior to 
surgery at 3, 12, and 24 months postsurgery on a number of 
variables, including sexual adjustment. They found that at 
each time interval, mastectomy patients reported a greater 
deterioration in sexual adjustment than did the benign breast 
disease women. The postmastectomy decline in sexual 
adjustment, defined as attitudes about and satisfaction from 
sexual activity, was 18% at three months postsurgery, 27% at 
twelve months postsurgery, and 32% at 24 months postsurgery 
compared to 6%, 11%, and 27%, respectively, among the 
controls. It is unclear why there was such a great decline 
among the controls. 
Maguire ( 1976) also conducted a prospective study of 
postmastectomy sexual functioning. Based on interviews of 
women three to four months postmastectomy, he reported that 
almost half (46 percent) of the women who had a mastectomy 
indicated a "marked, persistent, and distressing loss of 
interest and enjoyment in sex" (p. 407) since their surgery. 
In addition, he reported that 80 percent of the women in this 
group no longer engaged in intercourse. Unfortunately, he did 
not report 
satisfying 
information about the number of women who had 
premastectomy sexual relationships. Among the 
control group of women with benign breast disease, only 4 
percent reported similar consequences. the one year follow-up 
data revealed that 28 percent of the mastectomees indicated 
sexual problems compared to only 3 percent of the control 
women. Maguire's (1976) interview data was quantified using 
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ratings from a four point scale (absent, mild, moderate, and 
marked) based on predetermined criteria. 
In a similar prospective study, Maguire, Lee, Bevington, 
Kuchemann, Crabtree, and Cornell (1978) compared 75 women with 
a mastectomy and 50 women with benign breast disease on a 
number of variables prior to surgery and at 4 and 12 months 
postmastectomy. Forty-eight percent of the . women reported 
sexual difficulties 4 months postmastectomy and 46 percent 
reported such problems one year postmastectomy. Among the 
controls, the rates were 25 and 22 
Among the postmastectomy women 
percent, respectively. 
who reported sexual 
difficulties, 27 percent reported that these were "severe" at 
four months, and 10 percent reported that the problems were 
"severe" at twelve months. At both time intervals the rate was 
6 percent among the controls. Interestingly, before treatment, 
fewer women who were to have a mastectomy reported sexual 
problems than the control women (16% versus 28%). The 
researchers quantified the frequency and extent of symptoms 
based on a four point rating system. Interviewers, about _whom 
specific information was not provided, received three months 
of training in order to learn how to interview and rate 
responses. Unfortunately, Maguire et al. did not define 
"sexual difficulties" or their levels (minor, moderate, or 
extreme). In addition, the assessment tools with which they 
measured sexual distress were not identified or described, 
raising concerns about the adequacy, reliability, and validity 
of the measures and making results difficult to interpret. 
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Other postmastectomy and sexual functioning is 
retrospective. For example, Abt et al. (!978) investigated the 
relationship between mastectomy and sexual functioning, 
defined as sexual self-image, sexual attitudes, and sexual 
behavior. Their 47 participants varied greatly in age and time 
postmastectomy, tended to be well educated, and had a higher 
than median family income. (The authors thus believe their 
sample may be biased in the direction of satisfaction.) Their 
data indicate that there were "very definite changes" (p. 45) 
in sexual functioning following a mastectomy. For example, 44 
percent of their sample reported a reduction in sexual 
behaviors. Thirty~six percent indicated that . they had ceased 
undressing in front of their partner, and 39 percent said . they 
now wore less revealing clothes at night. Twenty-two percent 
reported that they no longer reached orgasm. Unfortunately, no 
information was provided about the frequency of these 
behaviors before the mastectomy. In addition, important 
constructs, such as sexual behavior, were left undefined. 
Also, they provided no reliability or validity information 
about their measure. 
In their retrospective study, Frank, Dornbush, Webster, 
and Kolodny (1978) reported descriptive data (percentages) 
related to sexual functioning among women with a mastectomy. 
The women were instructed to respond to the questions based on 
their memory of the phenomenon premastectomy, three months 
postmastectomy, and currently. Present time postmastectomy 
varied among the women. In general, the researchers found a 
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decrease in the frequency of various sexual behaviors and 
sexual responsiveness from premastectomy levels. For example, 
they found that fewer women reach orgasm from intercourse 
after a mastectomy (both three months and currently) than 
premastectomy. Almost half of the women reported that they 
would have liked more opportunity to discuss sexual 
functioning with their health care provider(s) either before 
or after mastectomy. 
Jamison et al. (1978) also investigated postmastectomy 
sexual functioning. They administered a survey to 41 
postmastectomy women and found that: 23 percent reported that 
coital orgasm was now more difficult; 21 percent indicated 
they had intercourse less frequently than they did 
premastectomy; and 24 percent indicated they were less 
sexually satisfied as a result of their mastectomy. 
Concerned about postmastectomy sexual adjustment, Kriss 
& Kraemer ( 1986) investigated the effectiveness of group 
therapy on enhancing sexual behavior of mastectomy patients. 
They reported that before group therapy, postmastectomy women 
had lower sexual adjustment than healthy controls. After 
group therapy, the women's sexual adjustment improved but 
their range and frequency of sexual activity remained the 
same. Sexual adjustment was measured by only one global, 
self-report item in which participants were instructed to rate 
their sexual adjustment on a 5-point scale. Frequency of 
sexual activity was obtained by summing the responses to items 
about intercourse, masturbation, and orgasm. In another study, 
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Auchincloss ( 1989) found that women who fail to adjust to 
their breast loss were nine times more likely to develop 
sexual difficulties than women who did adjust to their breast 
loss. 
As is evident from the research reviewed above, there is 
a consensus that mastectomy can impact negatively on women's 
sexual functioning. While some have claimed (e.g. Meyerowitz, 
1980) that studies which rely on retrospective accounts may 
not be as accurate due to memory effects, both retrospective 
and prospective research appear to yield similar findings. 
One problem with the literature on the relationship 
between mastectomy and sexual functioning is that it is 
plagued with methodological difficulties ( see Bransfield, 
1983, for a review). One specific flaw is that it is 
typically based on variables that are ignored or unclearly 
defined and/or measured. Examples include time post 
treatment, presence or absence of a partner, patient"s age, 
marital status, stage of disease, and definition of sexual 
functioning (Auchincloss, 1990; Beckham & Godding, 1990; 
Bransfield, 1983). Other claims about postmastectomy sexual 
functioning are made without empirical support and/or are 
based on opinion (e.g., Becker, 1978; Ervin, 1973; Goin & 
Goin, 1981; Golden, 1983; Harrell, 1972; Kent, 1975; 
Krukofsky, 1988; Wabrek & Wabrek, 1976; Westgate, 1980, Woods, 
1975) or on personal accounts (Brinker, 1990; Gross & Ito, 
1990; Hill, 1986; Kaye, 1991; Zalon, 1978). Further, 
evaluation of sexual dysfunction is frequently based 
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exclusively on frequency and satisfaction with coitus. In 
addition, the definition of "sexual difficulties" has not even 
been agreed upon in the literature (Bransfield, 1983). This 
makes the literature difficult to interpret and compare. 
Perhaps one reason not all postmastectomy women experience 
an impairment in sexual functioning is due to the different 
meaning women attach to their breasts (Meyerowitz, 1981), and 
to the centrality of their breasts to pleasurable sexual 
activity (Woods, 1975). For example, among women for whom 
breast stimulation has been central to sexual arousal and 
orgasm, the amputation of a breast has been theorized to be 
particularly detrimental to sexual functioning (Woods, 1975). 
Phases of Sexual Response 
One way to conceptualize sexual functioning is as a cycle 
of affective, cognitive, behavioral, and physiological events 
,. 
(Schover et al., 1989; Wise, 1983). Kaplan (1983) modified the 
phases of sexual response originally identified by Masters & 
Johnson (1966). These phases include: the desire phase, 
involving fantasies, thoughts, daydreams, and/or sexual 
interest or motivation; the arousal phase, consisting of 
physiological changes in women, such as vaginal lubrication 
and engorgement of vaginal tissue, and subjective changes 
involving feelings of sexual pleasure and excitement 
(Morokoff, 1993); orgasm phase, in which there is the 
sensation of orgasmic pleasure; and the resolution phase. 
Dysfunctions can occur in any of the first three phases of the 
cycle (Auchincloss, 1990; Kaplan, 1983; Masters & Johnson, 
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1966). 
Desire phase dysfunction involves loss of subjective 
desire for sexual activity. With any illness or psychological 
or physical stress, it is normal for sexual desire to be 
diminished, resuming as health returns (Auchincloss, 1990). 
Problems of sexual desire can be global or situational. 
Schover et al. (1989) report that there is no evidence as of 
yet that any form of cancer treatment hormonally affects 
women's desire. Loss of sexual desire is often associated . with 
depression (American Psychiatric Association, 1994). 
Situational loss of sexual desire may signal marital 
difficulties. A spouse may lose desire for the partner because 
the threat of loss may make intimacy too painful, for example 
(Schover et al., 1989). Further, aversion to sex could also 
develop, if, for instance, the cancer diagnosis/treatment 
triggers memories from earlier traumas. 
Arousal dysfunction results from deficient vaginal 
vasocongestion and/or involves impaired subjective sexual 
excitement (Morokoff, 1993). Premature menopause is a major 
physiological cause of arousal problems ( Schover et al. , 
1989). The most prominent sexual symptom in this case would be 
reduced vaginal lubrication and expansion, resulting in 
painful and dry intercourse (Schover et al., 1989). Orgasm 
dysfunction involves absent or delayed orgasm (American 
Psychiatric Association, 1994). 
Few studies investigating postmastectomy sexual 
functioning assess functioning across the sexual response 
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cycle. This is an important conceptualization to include, as 
it incorporates a comprehensive view. It also provides a 
systematic method to studying sexual functioning. The two 
studies of which the author is aware that have taken this 
approach are reviewed next. 
Sexual Response Cycle and Mastectomy 
Anderson and Jochimsen (1985) investigated sexual 
functioning retrospectively among women with breast cancer, 
gynecologic cancer, and heal thy controls. The women with 
breast cancer included 16 women with Stage II disease, treated 
with unilateral modified radical mastectomy and adjuvant 
chemotherapy. Time post surgery ranged from 2 to 12 months. 
None of the women had undergone reconstructive surgery. The 
researchers found that mastectomy patients did not differ · from 
the matched control women on the desire or orgasm phases of 
the sexual response cycle. However, the mastectomees (and 
gynecologic cancer patients) reported lower levels of sexual 
arousal and less frequent sexual intercourse than the control 
women. Interestingly, 81 percent of the breast cancer 
participants evaluated their present sexual life as above 
average or better compared to only 63 percent of the healthy 
controls. The extent to which the results would vary if 
breast cancer patients who were not receiving chemotherapy 
participated is unclear. During the treatment, the effects of 
fatigue, stress, anxiety, and medication may have altered 
women's sexual response. Although the authors reported that 
the physical side effects following chemotherapy were minimal, 
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they do not address the psychological effects (Thomas, 1987). 
Another criticism of their study is their choice of 
measurements for the response cycle phases. First, all of 
their measurement techniques for the phases rely on 
retrospective data. In addition, assessment of the desire and 
orgasm phases each involved only one question. The extent to 
which these capture the constructs of interest is 
questionable. Further, their study only included women with 
Stage II disease. 
Gerard ( 1982) also investigated postmastectomy sexual 
functioning and focused exclusively on the arousal phase of 
the cycle. Gerard utilized subjective self-report as well as 
a photoplethysmograph to physiologically measure arousal based 
vaginal blood flow. She found that after watching erotic 
films, mastectomees reported lower arousal than a matched 
control group of heal thy women. However, the level of 
physiological arousal was identical between the two groups. 
She reports that for mastectomees, there was a negative 
correlation between physiological and subjective indices of 
sexual arousal. The reverse was true for the healthy controls. 
The author postulates that anxiety prevented the mastectomy 
patients from correctly labeling and attending to their bodily 
cues. The extent to which demand characteristics, volunteer 
bias, and the small sample size (13 women with breast cancer; 
11 healthy controls) allow for generalizability of the results 
is of concern. 
Additional work utilizing valid measures of all aspects 
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of the sexual response cycle phases is warranted. 
these phases provides a richer definition 
Examining 
of sexual 
functioning and understanding of women's sexual experiences. 
General Sexual Functioning 
As is evident from the literature reviewed above, studies 
investigating the impact of mastectomy on sexuality often 
utilize a narrow selection of sexual behavior. Many, for 
example, focus exclusively on frequency of and/or satisfaction 
with intercourse ( Schain, 1988). Sexual functioning can 
include a wide range of behaviors beyond intercourse, all of 
which are important to assess. Thus, measuring sexual 
functioning and satisfaction ought to ideally include a . more 
ample representation of behaviors that reflects individual 
preferences and definitions of satisfaction. Sexual behaviors 
such as masturbation (Meyerowitz, 1988), intimate caressing, 
oral sex, embracing, acting seductively in front of one's 
partner, thoughts about sex, a range of activities related to 
sex, and nongenital intimacy are important. Certainly, sexual 
satisfaction may not exclusively involve intercourse for all 
women (Beckham & Golding, 1990; Bransfield, 1983; Golden, 
1983). This may be particularly true among women with breast 
cancer. In fact, Leiber, Plumb, Gerstenzang, _& Holland (1976) 
found that women (and men) with various types of cancer had an 
increased desire for nonsexual physical intimacy, such as 
holding hands, kissing, and hugging, and a diminished desire 
for intercourse. 
It is important to have accurate information about the 
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sexual needs of women who have undergone a mastectomy. This 
could lead to the enhancement of women's sexual relationships, 
improve their quality of life, and diminish the often 
accompanying dysphoria from a cancer diagnosis ( Schain, 1988). 
In addition, sexuality is an important aspect of self-esteem 
(Schain, 1988) and sense of self (Krukofsky, 1988). As a 
result, understanding and perhaps ameliorating a woman's 
"sexual self-efficacy" may have important implications for her 
self-esteem. It is also an important part of her overall 
recovery (Golden, 1983) and return to good health. Sexual 
expression is an integral part of a relationship and of being 
alive (Lamb & Woods, 1981), and a viable area to intervene and 
enhance. Given that mastectomy is a common treatment for 
breast cancer and that it may be associated with adverse 
psychological sequelae, there is an ethical obligation to 
better understand and treat such effects (Ro~ser, 1981). 
Mastectomy versus Lumpectomy 
As the medical literature on the comparison of survival 
rates has developed, research has also been conducted 
comparing the psychological outcome of the two different forms 
of surgical intervention. In the 1980's alone, thirteen 
studies were conducted on this topic. There are now at least 
thirty studies comparing the psychological outcome associated 
with the two procedures. ( To the author's knowledge, only 
heterosexual women have been included in these studies. How 
breast cancer affects body image of lesbian women or sexual 
relations with other women is currently unknown.) 
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The studies investigating mastectomy versus lurnpectorny 
are somewhat difficult to compare due to differences in 
methodology and sampling (Fallowfield & Hall, 1991). The vast 
majority of this research, however, suggests that women who 
have had a lurnpectorny demonstrate higher body satisfaction 
(e.g. Bartelink, van Darn, & van Dongen, 1985; Kerneny, 
Wellisch, & Schain, 1988; Levy & Schain, 1988; Meyer & 
Aspergren, 1988; Sanger & Reznikoff 1981; Schain, Edwards, 
Gorrell, de Moss, Lippman, Gerber, & Lichter, 1983; & 
Wellisch, DiMatteo, Silverstein, Landsverk, Hoffman, Waisman, 
Handel, Waisman-Smith, & Schain, 1989) and less sexual 
dysfunction (e.g. Kerneny et al., 1988; Schain, Fetting, & 
d'Angelo, 1985; Steinberg, Juliano, & Wise, 1985; Wellisch et 
al., 1989) than women who have had a mastectomy, and than 
women who had a mastectomy plus reconstruction (Mock, 1993). 
Schain et al. (1985) found that women who had a 
mastectomy were three times more likely to demonstrate 
negative feelings about their naked body than women who had a 
lurnpectorny. Women with a mastectomy typically describe feeling 
disfigured and lopsided (Taylor, Lichtman, & Wood, 1987). 
Further, Schain, Fetting, & d'Angelo (1985) reported that 
mastectomy patients had more negative feelings about their 
nudity than did women who had a lurnpectorny. 
In a frequently cited study, Margolis, Goodman, & Rubin 
(1990) interviewed 22 women who had a mastectomy and 32 women 
who had a lumpectomy at least one year prior. The researchers 
report that women who had a mastectomy felt less physically 
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attractive and less sexually desirable than women who had a 
lurnpectomy. The women who had a mastectomy also indicated that 
the quality of their sexual relationships had diminished after 
surgery, whereas women who had a lumpectomy did not experience 
a change in the quality of their sexual relations. For women 
who had a mastectomy, breast stimulation became less important 
in sex than it was before their surgery, and the involvement 
of the breast in sexual relations lessened. There was no 
change in the importance of breast stimulation or involvement 
of the breast among women who had a lumpectomy. The 
researchers concluded that all women who had a mastectomy 
"felt badly about their (naked) bodies" (p. 34), while women 
who had a lumpectomy "had positive feelings" (p. 35). They 
state that the negative impact on body image . of a mastectomy 
can be averted by choosing a lumpectomy. 
While most of the research has found that there are 
overwhelming benefits in terms of body image and sexual 
functioning for women who choose a lurnpectorny, there are some 
researchers who are less enthusiastic. For example, Holmberg, 
Orone Ponten, Burns, Adami, & Bergstrom (1989) and Rutherford 
(1988) have found that women who had a lumpectomy do 
experience sexual difficulties, and that the sexual impact of 
their surgery is often underrated. This could be particularly 
true if their treatment caused changes in comfort and 
sensitivity of their breast or in the form of sex play that 
previously led to satisfaction. 
Several studies have found that mastectomy and lumpectomy 
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procedures yield equivalent rates of general psychological 
symptomatology, such as anxiety and depression (e.g. Baider, 
Rizel, & Kaplan De-Nour, 1986; Bartelink et al., 1985; 
Blichert-Toft, 1992; Lasry, Margolese, Poisson, Shibata, 
Fleischer, LaFleur, Legault, & Taillefer, 1987; Schain et al. 
1985; Schain & Fetting, 1992; Steinberg et al., 1985; Wellisch 
et al., 1989). In general, approximately one quarter of all 
women who have had breast cancer, regardless of their 
treatment intervention, are expected to experience clinically 
significantly anxiety or depression (Maguire, 1989; Rowland & 
Holland, 1990). 
As Fallowfield, Baum, & Maguire (1987) state, the eagerly 
hoped for decrease in general psychological morbidity 
associated with lumpectomy has not been found. Further, some 
researchers report a higher fear of recurrence among 
lumpectomy patients (e.g. Bartelink et al, 1985; Rowland & 
Holland, 1990), while others have found equivalent rates of 
recurrence concern between the two groups (e.g. Schain & 
Fetting, 1992; Wellisch et al., 1989). Regardless of the 
form of surgical intervention, all women with breast cancer 
still have to confront that they have had a life-threatening 
disease that may recur (Fallowfield & Hall, 1991). 
Though causal interpretation would not be possible given 
the correlational nature of this design, a better 
understanding of the relationship between sexual functioning 
and body image could help clinicians work with the thousands 
of women who undergo breast cancer surgery each year. 
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Interventions based on empirical findings . could help to 
improve quality of life for women who have undergo.ne a 
mastectomy or lumpectomy and who are experiencing adjustment 
difficulties related to their body image or sexuality. 
One way in which this study improves upon previous 
research is by more clearly defining its constructs. For 
example, body image is defined exclusively as body 
satisfaction and is measured as both a trait and state. Though 
the topic of body image has received much attention in the 
mastectomy literature, frequently it has not been measured in 
an empirical manner. Sexual functioning is assessed across 
the phases of the sexual response cycle, and its measurement 
incorporates sexual behaviors other than intercourse. This 
also represents an improvement in the literature. In addition, 
the proposed study includes both prospective and retrospective 
measures. Prospective accounts eliminate the potential 
confound of memory effects inherent in a retrospective design. 
Furthermore, this study is the first as far as the researcher 
is aware to systematically study the relationship between body 
image and sexual functioning in a mastectomy or lumpectomy 
population and one of only a few studies to investigate this 
relationship in a nonclinical population. The use •Of daily 
ratings enabled the researcher to examine this relationship 
for each participant for one month on a daily basis. 
In summary, previous research has suggested that there is 
a relationship between sexual functioning and mastectomy or 
lumpectomy, between body image and mastectomy or lumpectomy, 
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and between sexual functioning and body image. From these 




1. It is hypothesized that women with a mastectomy (wwm) 
experience a significantly lower rate of body satisfaction 
(measured by the total score of the Appearance Evaluation 
subscale of the Body Image Scale) than women with a lumpectomy 
(wwl) and than women who have not had breast cancer (wnml). 
2. It is hypothesized that wwm have more dissatisfaction with 
their body parts, shape, muscle tone, and weight (measured by 
items #1-15 of the Body Image Daily Rating) than wwl and than 
wnml. 
3. It is hypothesized that wwm experience more self-
consciousness about their appearance (measured by item #17 of 
the Body Image Daily Rating) than wwl or than wnml. 
4. It is hypothesized that wwm have less satisfaction • with 
their appearance after gazing at their clothed body in a 
mirror for thirty seconds (measured by item #18 of the Body 
Image Daily Rating) than wwl or than wnml. 
5. It is hypothesized that wwm think that they are less 
attractive than women their own age (measured by item #49 of 
the Body Image Scale) compared to wwl or wnml. 
6. It is hypothesized that there are no differences between 
the groups in perception of the importance of the breast 
region in attractiveness (measured by item #51 of the Body 
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Image Scale). 
7. It is hypothesized that wwm experience more physical self-
consciousness and avoidance of body exposure in sexual 
situations (measured by the total score of the Body Exposure 
in Sexual Activities Questionnaire) than wwl or than wnml. 
Several items deemed particularly relevant to the mastectomy 
population by this researcher and which specifically involve 
the breast are predicted to indicate higher self-consciousness 
for the mastectomy sample than for the women in the other two 
groups. The items include: (a) frequency of thoughts during 
sexual activity that they look sexy, (b) preference to keep 
clothing on during sexual activity, (c) concern during sexual 
activity that the partner will notice something that is a 
turn-off, (d) preference to keep one's body hidden under a 
sheet or blanket during sexual activity, (e) comfort with the 
partner viewing her body naked, (f) agreement that there are 
body parts that she would rather her partner not view during 
sexual activity, ( g) worrying during sexual activity about 
what the partner is thinking, (h) tendency to avoid certain 
positions because of the way her body would look, and (i) 
becoming distracted during sexual activity by thoughts of how 
certain body parts look. 
8. It is hypothesized that wwm have higher levels of body 
satisfaction before their cancer diagnosis than presently 
(measured by the total score of the Appearance Evaluation 
subscale of the Body Image Scale). 
9. It is hypothesized that there are no differences between 
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the groups in extent of investment in appearance (measured by 
the total score of the Appearance Orientation subscale of the 
Body Image Scale). 
Sexual Functioning. 
10. It is hypothesized that wwrn have lower sexual arousability 
(measured by the total score of the Sexual Arousability 
Inventory) than wwl or than wnml. It is hypothesized that on 
three items specifically pertaining to the breast (items #81, 
#91, #104 of the Sexual Arousability Inventory), wwrn will 
report lower sexual arousability than wwl or than wnml. 
11. It is hypothesized that wwrn have a lower frequency of 
intercourse, masturbation, and oral sex but more fears about 
intercourse (measured by individual items of the Sexual 
History Form) than wwl or than wnml. In addition, it is 
hypothesized that wwrn have a higher frequency of affection 
behaviors, such as nongenital touching, kissing, and hugging 
and lower sexual desire and arousal and less frequent orgasm 
(measured by individual items on the .Sexual History Form) than 
wwl or wnml. Some of these sexual functioning variables will 
also be measured by the Sexual Functioning Daily Rating. These 
include the following Sexual Functioning Daily Rating items: 
frequency of sexual desire (item #20), affection behaviors 
(item #23), sexual arousal (items #34 and #35), masturbation 
(item #30), oral sex (item #31), intercourse (item #29), and 
orgasm (item #33). 
12. It is hypothesized that wwrn will report lower frequencies 
of intercourse, masturbation, oral sex, desire, aro~sal, 
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orgasm and sexual satisfaction (measured by individual items 
on the Sexual History Form) after their surgery than before 
their breast cancer diagnosis. It is also hypothesized that 
wwrn will have lower rates of activity specifically involving 
the breast (measured by specific items on the Sexual History 
Form) . 
Body Image and Sexual Functioning. 
13. It is hypothesized that body satisfaction (measured by 
individual items #11, #13, #15, #16, #17, #18 of the Body 
Image Daily Rating) is positively correlated with sexual 
functioning (measured by the individual items #19, #20, #21, 
#23, #26, #28, #30, #31, #32, #34, #35, #36 of the Sexual 
Functioning Daily Rating). 
14. It is hypothesized that there is a significant positive 
correlation between satisfaction with the breast region 
(measured by the Body Image Daily Rating item #9) and sexual 
functioning (measured by the Sexual Functioning Daily Rating 
items #20, #21, #26, #28, #35, #36) and between satisfaction 
with overall body satisfaction (measured by Body Image Daily 
Rating item #15) and sexual functioning (measured by the 
Sexual Functioning Daily Rating items #28, #29, #30, "#31, 
#32, #33, #34, #35, 36). 
Method 
Participants 
Study participants were 2 0 women who had undergone a 
breast cancer mastectomy (Mastectomy sample), 21 women who 
underwent a breast cancer lumpectomy (Lumpectomy sample), and 
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21 women with no personal history of breast disease, breast 
surgery, or chron .ic illness ( Control sample). 
Mastectomy Sample 
The breast cancer samples were recruited in several ways. 
These include: Reach to Recovery Groups of the American Cancer 
Society in Rhode Island (1), notices posted in Rhode Island 
lingerie shops that sell mastectomy products ( 1), breast 
surgeons' referrals (.6), a mass mailing with the Rhode Island 
Women's Health Collective (1), advertisements in the 
Narragansett Times and Providence Journal newspapers (1) and 
word-of-mouth (10). 
Prospective participants were screened for eligibility. 
They were required to be: in good physical health as assessed 
by respondents' self-report and responses to a health 
screening questionnaire; in a heterosexual relationship that 
lasted for at least twelve months; and at least one year 
postsurgery. All women had Stage I breast cancer. 
Research (Maguire et al., 1978, Morris et al., 1977) 
suggests that among breast cancer patients who develop sexual 
problems, there is usually a three to four month posttreatment 
time frame during which body image and sexual functioning 
problems emerge. Similarly, Polivy (1977) found that within 
the first year postmastectomy women implement a defense of 
denial, and that the impact of mastectomy on their self-
concept and body image does not emerge until several months 
after the surgery. The sample was thus limited to women for 
whom at least one year had passed since their mastectomy. 
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Lumpectomy Sample 
The lumpectomy sample was comprised of women who had a 
lumpectomy at least one year ago. The criteria for their 
participation was identical as the criteria for the mastectomy 
sample. They were recruited from the same sources as the women 
in the Mastectomy Group. These include: Reach to Recovery 
Groups of the American Cancer Society in Rhode Island . (1), 
notices posted in Rhode Island lingerie shops that · sell 
prostheses (1), breast surgeons' referrals (6), a mass mailing 
with the Rhode Island Women's Health Collective (1), 
advertisements in the Narragansett Times and Providence 
Journal newspapers (1) and word-of-mouth (11). All women had 
Stage I breast cancer. 
Control Sample 
The Healthy Control sample was recruited through notices 
in the local newspapers (2), a mass mailing with the Rhode 
Island Women's Health Collective (4), Rhode Island Junior 
League (4), lingerie shops (1), and word of mouth (10). In 
order to be eligible they had to be in a heterosexual 
relationship that has lasted for twelve months or longer. 
Women who are lesbians, who have had breast disease or some 
form of cancer or other chronic illness, or who were not in a 
relationship that has lasted for twelve months or longer were 
not eligible to participate. 
Women in the groups were matched for race and marital 
status. The researcher attempted to recruit women who were 
similar in socioeconomic status, length of time in intimate 
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relationship, age, religion, and educational background. All 
participants signed an informed consent 
Confidentiality was assured to all participants. 
Measures 
document. 
Background and medical history. (Appendix 1) Participants 
provided information about their age, marital status, 
geographic region, length of time in relationship, education, 
employment, education, sex of partner, health history 
(especially cancer history and breast disease), cancer 
treatment, time since surgery, and present health status. 
Life Experiences Questionnaire. (Appendix 2) This 17-item 
scale is based on Sarason, Johnson, and Siegel's (1978) 47 
item survey in which respondents are asked to indicate whether 
potentially stressful life events have occurred in their life 
within the last year. Respondents are asked to indicate "yes" 
if they have experienced the event during the past 12 months, 
and "no" if they have not. Some of the items selected 
represent those that may be more common among people in mid to 
late life. Examples of these include death of spouse and 
retirement. Other items, such as marital separation, sexual 
difficulties, and change in financial status, are life changes 
experienced by the general adult population. The occurrence of 
any of these stressors is an important consideration in 
interpreting body image and sexual functioning changes among 
the women in the three groups. 
Relationship Satisfaction. (Appendix 3) This 12-item 
questionnaire was modified from Roach, Frazier, & Bowden 
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(1981). It requires that participants indicate, using a 5-
point Likert scale, their degree of agreement to questions 
pertaining to their relationship with their partner. Sample 
questions include "I worry a lot about my relationship" and "I 
get along well with my partner". The scale ranges from 
l=strongly agree to 2=agree to 3=neutral/undecided to 
4=disagree to S=strongly disagree. Two questions ask directly 
about degree of relationship satisfaction ("How satisfied are 
you with your relationship with your partner?" and "How 
satisfied do your think your partner is with your overall 
relationship?") . Responses range from l=extremely satisfied to 
2=moderately satisfied to 3=slightly satisfied to 4=moderately 
dissatisfied to S=extremely satisfied. The items are totaled, 
and a total score is obtained. 
Appearance Orientation. (Appendix 4) This is a 12-item 
subscale of the Multidimensional Body- _Self Relations 
Questionnaire (MBSRQ) designed to assess cognitive investment 
in one's appearance. The Appearance Orientation subscale 
consists of items #30, #31, #34, #35, #37, #38, #40, #41, #43, 
#44, #47, and #48 of the Body Image Scale included in Appendix 
4. Each item is rated on a 5-point scale (l=definitely 
disagree to S=definitely agree). Examples of the items 
include "Before going out in public, I always notice how I 
look;" "it is important that I always look good;" and "I never 
think about my appearance." People who score high place 
importance on their appearance and pay attention to how they 
look. People who score low are apathetic about their 
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appearance. Scores are obtained by applying a formula 
specified by the MBSRQ authors (Brown, Cash, & Mikulka, 1990). 
An internal consistency estimate of the subscale is . 85 
(alpha) among women (Brown et al., 1990). Norms and 
additional information about validity and reliability are 
available (Brown et al., 1990; Cash, Winstead, & Janda, 1986). 
Appearance Evaluation. (Appendix 4) This 7-item subscale 
of the MBSRQ measures feelings of physical attractiveness and 
satisfaction with one's looks and is considered an affective 
appraisal of one's appearance. The Appearance Evaluation 
subscale consists of items #32, #33, #36, #39, #42, #45~ and 
#46 of the Body Image Scale in Appendix 4. Participants are 
asked to rate their level of agreement on a 5-point scale 
(l=definitely agree to 5=definitely disagree). Examples of 
items include: "My body is sexually appealing;" "I like my 
looks just the way they 
People who score high 
are;" and "I dislike my physique." 
feel mostly satisfied with their 
appearance. People who score low are generally dissatisfied 
with their appearance. A total score is obtained by applying 
a specific formula (Brown et al., 1990). An internal 
consistency estimate for women was .88 (alpha) (Brown et al., 
1990). Norms and additional information about validity and 
reliability are available (Brown et al., 1990; Cash et al., 
1986). 
Feelings of attractiveness relative to female peers. 
(Appendix 4) This item was developed by the researcher and 
included as part of the Body Image Scale (item #49). It asks 
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women to indicate on a 5-point scale (l=much more attractive 
than peers to 5=much less attractive than peers) how 
attractive they feel compared to other women their age. 
Importance of the breast in women's attractiveness. 
(Appendix 4) On this item, developed by the researcher, women 
indicate on a 5-point scale (l=none to 5=extremely important) 
how important they believe women's breasts are in affecting 
women's appearance. It is included as part of the Body Image 
Scale (item #51). 
Body Exposure in Sexual Activities Questionnaire ( BESAQ) . 
(Appendix 5) This 28-item measure assesses both physical self-
consciousness and avoidance of bodily exposure in sexual 
situations. Each item is rated on a 5-point scale from "never" 
( 1) to "almost always" ( 5). Examples of questions include 
"During sexual activity I have thoughts that my body looks 
sexy" and "I prefer to keep certain articles of clothing on 
during sexual activity." Reliability estimates (Cronbach' s 
alpha) for women are .88, and norms are available. Data on 
the scale"s reliability and validity is currently being 
collected. The scale is scored by summing all of the items. 
Nine items (#52, #57, #62, #63, #65, #70, #71, #77, #78) 
deemed particularly relevant to the breast will be analyzed 
separately. 
Sexual History Form. (Appendix 6) This form measures 
frequency and quality of various forms of sexual functioning. 
Frequency of foreplay, intercourse, masturbation, oral sex, 
affection behaviors, sexual desire, sexual arousal, and orgasm 
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are measured. In addition, satisfaction with the sexual 
relationship and with intercourse are assessed, as is 
perceived partner satisfaction. The additional items measure 
desired rate of intercourse, of masturbation, and of oral sex; 
perceived partner sexual desire; frequency of initiating 
sexual activity; length of time of foreplay; responsiveness to 
partner's sexual advances; and likelihood of reaching orgasm 
via masturbation, via partner caressing her genitals, via 
sexual intercourse, and via stimulation !2y an object ~ The 
remainder of the items include the following: partner's ease 
getting an erection, frequency of breast touching .QY partner, 
and the frequency of fear, of worry, and of general negative 
emotions during sexual relations. There are 28 items in the 
original form. A modified, 29-item version of this scale was 
adapted for the three groups. Responses for frequency items 
are l=have never tried to, 2=never, 3=seldom, about 25% of the 
time, 4=sometimes, about 50% of the time, S=usually, about 75% 
of the time, and 6=nearly always, over 90% of the time. 
Responses for satisfaction items were !=extremely 
unsatisfactory 2=moderately unsatisfactory, 3=slightly 
unsatisfactory, 4=slightly satisfactory, S=moderately 
satisfactory, 6=extremely satisfactory. Norms are available 
for the items from the original version of the scale. This 
questionnaire can not be scored; it is primarily used to 
establish areas of dysfunction (LoPiccolo, 1987). The measure 
has been used to assess outcome of interventions for sexual 
dysfunction (e.g. LoPiccolo & Morokoff, 1986). Data on norms 
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are available for each item (O'Leary( 1987). 
Sexual Arousability Index (SAI). (Appendix 7) This measure 
is one of the most widely used to assess self-reported sexual 
arousal in women. It is capable of discriminating between 
normal and sexually dysfunctional individuals. The scale 
contains 28 items. Each item is rated on a 7-point Likert 
scale from -1 (adversely affects sexual arousal) to 5 (always 
causes sexual arousal). For the purpose of this research, the 
scale was modified from 7-points to \ 5-points ( l=adversely 
affects sexual arousal; 2=does not affect sexual arousal; 
3=sometimes causes sexual arousal; 4=usually causes sexual 
arousal; 5=almost always causes sexual arousal). Examples of 
items include how one would feel or think one ~ould feel "when 
you see a loved one nude" or "when you masturbate." Total 
scores are derived from summing the ratings of these erotic 
experiences. Three items (#81, #91, #104) deemed particularly 
relevant to the breast will be analyzed separately. 
Psychometric analyses (Andersen, Broffitt, Karlsson, & 
Turnquist, 1989) of the scale indicate it has high internal 
consistency estimates (. 92-. 96) and test-retest ( 4 month) 
reliability (.74-.90). Examination of construct validity 
suggests a five-factor solution, with 85% of the variance 
accounted for, stable across time and groups. In relation to 
discriminant validity, the scale can distinguish between 
normal women and women seeking therapy for sexual dysfunction. 
Norms for the scale are available and are reported to be 
useful for middle and upper-middle class women in the United 
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States. (Hoon, Hoon, & Wincze, 1976). This scale has been 
criticized, however, for measuring arousal as a trait across 
relationships (Morokoff, 1993). 
Body Image Daily Rating. (Appendix 8) This 19-item scale 
was developed by the researcher to measure daily feelings 
about one's body over a one month period of time. Participants 
are asked to rate their satisfaction with 9 specific . body 
regions (e.g. face, chest), their general muscle tone, height, 
weight, overall appearance, and body shape on a 5-point scale 
( l=very dissatisfied to 5=very satisfied). This scale was 
adapted from the Body Areas Satisfaction Scale of the MBSRQ 
(Brown et al., 1990; Cash et al., 1986). It was modified in 
order to ask more specific questions about satisfaction with 
the breast area. Women are also asked to rate their feelings 
of attractiveness and self-consciousness on a 4-point scale 
(l=not at all to 4=extremely). The final question asks women 
to rate their satisfaction with their appearance after gazing 
at their clothed body for 30 seconds in a mirror on a 5-point 
scale (l=not at all satisfied to 5=extremely satisfied). A 
total score is obtained by summing responses (Saltzberg, 
1992). 
Sexual Functioning Daily Rating. (Appendix 9) This 17-item 
questionnaire was developed by the researcher to measure 
sexual functioning for each day over a one month period of 
time. Questions about sexual intercourse, oral sex, 
masturbation, sexual desire, sexual arousal, orgasm, sexual 
fantasies, and affection behaviors are included. Participants 
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are asked to answer frequency type questions (e.g. "Did you 
engage in sexual intercourse today"?) as either "yes " or "no" 
and a satisfaction question ("How satisfied were you with your 
sexual experiences today?") on a 5-point scale from "not at 
all" (1) to "extremely" (5). Women are also asked to record 
their highest level of sexual arousal for that day and whether 
or not they are menstruating on that particular day. Total 
scores are obtained by summing the responses. (Saltzberg, 
1992). 
Procedure 
Prospective participants contacted the researcher, whose 
name and phone number (Elayne A. Saltzberg, M.A.; 401- · 782-
6182) were included in the announcements made to participants. 
When prospective participants called the researcher, she 
conducted a short telephone screening to confirm their 
eligibility. In order to participate, women were required to 
be in a heterosexual relationship that has lasted at least one 
year and report being in good health. The women in the cancer 
groups had to be at least one year post-surgery and report 
that they have not experienced any other forms of cancer. In 
order to be eligible to participate in the Control Group, 
women were required not to have had any form of cancer or 
breast surgery. 
The researcher arranged to meet individually with 
prospective participants who met the eligibility requirements. 
She described the study and answered the women's questions. 
The meetings took place at the University of Rhode Island, or, 
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if more convenient, at the women's home or business. 
During the individual meetings, the researcher indicated 
that the study's purpose is to better understand the way women 
feel about their bodies and about their sexuality. Prospective 
participants were told that the study involves filling out 
questionnaires. They were paid $15.00 at the end of the study 
for their participation. They were also told that one aspect 
of participation involved completing a daily checklist of 
sexual functioning and body image for one month. The other 
aspect, they were told, involved completing a set of measures 
at the start (before beginning the daily ratings) of the 
study. Participants were assured that any information they 
provided was confidential. 
After the researcher explained the study and answered the 
women's questions, the women we~e asked if they were 
interested in participating. Interested individuals were 
instructed to read the consent form (see Appendices 9 & 10, 
for women who have had breast cancer and for women who have 
not had breast cancer, respectively) and sign it if they were 
agreeable. Once the consent form was signed, participants 
were handed the set of psychological measures and assigned a 
code number. This code number was on all of their 
questionnaires so that the only way participants could be 
identified with the information they provided was through 
their code numbers. This information was kept in a locked 
file to which only the researcher had access. The return 
address on the envelopes of all mailings was the researcher ' s. 
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Participants then completed the questionnaires in the 
following sequence: Background Questionnaire, Relationship 
Satisfaction Measure, Life Experiences Questionnaire, Body 
Image Scale, Body Exposure in Sexual Activities Scale, Sexual 
Arousability Index, and the Sexual History Form. Women with 
breast cancer also completed the Treatment Questionnaire, 
after the Background Questionnaire. Next, all participants 
provided a retrospective account of their body image and 
sexual functioning by completing the Body Image Scale and the 
Sexual History Form based on how they thought they would . have 
answered the questions before their cancer diagnosis (Cancer 
Groups), or five years ago (Control Group). They completed 
these measures last in the sequence described above. All of 
the measures described above were completed in the 
investigator's presence. When the questionnaires were 
completed, participants were given a packet of 28 daily rating 
sheets and instructions on how to complete them. To reduce 
memory effects, participants were asked to complete daily 
ratings only for the present day and at the same time each 
day. Participants were instructed to send the researcher their 
daily ratings at the end of each week and were provi9ed a 
stamped, self-addressed envelope for all mailings. 
Results 
Overview 
Three groups of women provided information pertaining to 
their current body image and sexual functioning. In addition, 
they reported on their body image and sexual functioning from 
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before their cancer diagnosis (Mastectomy and Lumpectomy 
Groups) . or five years ago ( Control Group). Data was both 
retrospective and prospective. The prospective data was 
collected in the form of daily diary ratings, which women 
completed for twenty~eight consecutive days. 
Several types of analyses will be reported. First, a 
summary of background information comparing the three groups 
will be presented. The demographic and other background 
information is followed by a description of the tests of the 
fourteen hypotheses outlined previously. 
Comparison of Sample Groups 
Group means for the demographic variables were calculated 
(See Table 1). Analyses were performed to compare the sample 
groups. There wer~ no significant difference~ in age between 
women in the three groups. The overall average age of the 
participants was 46.40 (SD= 8.66), and they ranged in age 
from 33-73 years. Women in the Mastectomy group averaged 48.45 
years of age (SD= 8.80) and ranged in age from 35 - 73 years. 
The women in the Lumpectomy sample were on average 45.38 years 
of age (SD= 9.47) and ranged in age from 33-68. The average 
age of the women in the Control group was 45.48 years (SD= 
7.70), and they ranged in age from 36-69 years. In addition, 
all women were married. In each group, there was one Asian 
woman. All other participants were Caucasian. There was a 
significant difference between the groups on income, f (2, 58) 
= 8.47 p < .05, such that the women in the Lumpectomy Group 
reported a significantly lower income than women in the two 
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Table 1 
Means and Standard Deviations for Demographic Variables 
Group 
Overall Mastectomy Lumpectomy Control 
Variable M SD M SD M SD M SD 
Age 46.40 8.66 48.45 8.80 45.38 9.47 45 .48 7.70 
Annual 
Income (1-6)c 3.43 1.62 3.65a 1.60 2.43b 1.60 4.25 a 1.07 
Education 
(1-S)d 3.55 .70 3.25 a .79 3_45a .76 3.95 b .22 
Partner's Age 49.11 9.55 51.15 9.27 4R95 11.00 47.33 8.25 
Number of 
Children 1.94 1.94 2.55 2.98 1.71 1.35 1.57 .81 
Body Weight 
(In Pounds) 145.76 23.28 139.50 20.14 149.38 25.13 148.10 24.04 
a,bUnlike superscripts indicate significantly different means. 
c1=Under $20,000 2=$20,000-$25,000 3=$26,000-$30,000 4=$31,000-$40,000 5:$41,000-
$50,000 
d1=Less than 12 years 2=High School Graduate 3=Some College 4=College Graduate 5=Graduate 
School 
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other groups. A reliable difference in educational level was 
found between the groups, E (2,57) = 6.27, Q < .05, with the 
Control Group reporting that they received more education on 
average than the women in the Clinical Groups. More of the 
Control Group indicated they had received some type of 
training after college than did women in the Clinical Groups. 
The vast majority of the women in the Clinical Groups 
indicated that they had completed college. 
No significant between group differences were found in 
partner's age or the number of children reported. Reported 
body weight did not significantly differ between groups (See 
Table 1). Employment status was also similar between groups 
(See Table 2). 
Several other comparisons were made between the women in 
the three groups. The modal religious affiliation across all 
groups was Christian, and most of the women identified 
themselves as Protestant. Smoking status did not differ 
between groups; one woman in each group identified herself as 
a smoker. Reported amount of alcohol consumption also did not 
differ across the three groups. Further, ANOVAs revealed that 
reported levels of stress within the last year (based on the 
Life Experiences Questionnaire) and ratings of marital 
satisfaction (based on the Relationship Satisfaction measure) 
were not significantly different between groups. 
Time Post-surgery 
The mean number of years post-surgery was 6.7 years for 




Occupational Status of Participants 
Mastectomy Lumpectomy Control 
Professional 10 9 12 
Manager 2 4 1 
Clerical 1 4 0 
At Home 5 3 7 
Retired 2 1 1 
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lumpectomy. The median number of years post-surgery was 4.6 
for women who had a mastectomy and 1.8 for women who had a 
lumpectomy. Years since the surgery ranged from 1.0 to 23.2 
for women who had a mastectomy and 1.0 to 9.0 years for women 
who had a lumpectomy. 
An ANOVA was conducted to compare time post-surgery for 
the women in the two cancer treatment groups. A significant 
difference emerged, E (1,39) = 6.99, g < .05, indicating a 
greater length of time postsurgery for women in the Mastectomy 
Group. In order t6 evaluate whether time post~urgery should be 
used as a covariate, this variable was correlated with all of 
the dependent variables for the two cancer treatment groups. 
No significant correlations were found for either group, and 
therefore time postsurgery was not included in further 
analyses. 
Menopausal Status 
Information about the menopausal status of women in the 
clinical groups was obtained. As illustrated in Table 3, the 
vast majority of women in both cancer groups were 
premenopausal before their cancer treatment. During treatment, 
all women who had a mastectomy stopped menstruating, while 
menses ceased for approximately one-third of the women who had 
a lumpectomy. After treatment, the menopausal status of the 
majority of women in both groups was different than it was 
before their treatment. A total of twelve of the thirty 
previously menstruating women in the clinical groups 
completely stopped menstruating and were considered to have 
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Table 3 
Menopausal Status of Women Who Had Breast Cancer 
BEFORE TREATMENT 


























**MENOPAUSAL STATUS POST-TREATMENT FOR PBEMENOPAUSALWOMEN 
More Irregular More freguent Heav;er Less Otten Ligb1m stopped ~ 
Mastectomy 
(n=13) 1 0 1 2 0 7 2 
Lumpectomy 
(n=17) 0 2 0 3 1 5 6 
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experienced a chemical-induced menopause. 
Treatment Modality 
The breakdown of the types of treatment women in the 
clinical groups received is represented in Table 4. As 
illustrated, the majority of women who had a mastectomy had 
adjuvant chemotherapy. Among women who had a lumpectomy, eight 
had adjuvant radiation and chemotherapy, and seven had 
adjuvant radiation. 
Body Image 
Several hypotheses examined differences in body image 
between the three groups. To test these hypotheses, MANOVAs 
were conducted, in which group and time served as the two 
independent variables. All between group analyses involving 
body image variables were also conducted employing MANCOVAs, 
with education utilized as a covariate. The two different 
types of analyses yielded the same results. Results from the 
MANOVAs are reported. Both within and between group 
correlational analyses were performed on daily rating data. 
Body satisfaction (Hypotheses #1 and #8). A 3 x 2 ANOVA was 
conducted on the Body Image Scale to determine if there . were 
differences in body satisfaction between the women in the 
groups. The three level variable, Group, consisted of the 
following levels: Mastectomy, Lumpectomy, and Control. The two 
level repeated variable was Time, consisting of the following 
levels: current and former, which was pre-diagnosis in the 
case of the cancer groups, or five years ago for the Control 
Group. The main effect for group was not significant, 
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Table 4 
Treatment Modalities of Breast Cancer Participants 
Procedure 
Mastectomy Only 
Mastectomy and Chemotherapy 
Mastectomy and Radiation 
Mastectomy and Tamoxifen 
Mastectomy, Chemotherapy, and Radiation 
Mastectomy, Chemotherapy, and Tamoxifen 
Standard Radical Mastectomy 
Modified Radical Mastectomy 
Offered Reconstructive Surgery 
Underwent Reconstructive Surgery 
Immediate (TRAM-flap) 
Delayed (saline implant; multiple implantation) 
Lumpectomy Only 
Lumpectomy and Chemotherapy 
Lumpectomy and Radiation 
~umpectomy, Radiation, and Chemotherapy 
Lumpectomy, Radiation, and Tamoxifen 
Lumpectomy, Radiation, Chemotherapy, and 
Tamoxifen 
Lumpectomy Plus Other (Holisitic Approach) 
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indicating that contrary to hypothesis #1, body satisfaction 
did not significantly differ for the women in three groups. 
The ANOVA revealed a statistically significant effect for 
time,~ (1,58) = 36.84, p < .01 for body satisfaction for all 
women. Over time, women in all groups reported higher rates of 
body satisfaction, contrary to the prediction that body 
satisfaction would decrease for women who had had cancer. In 
addition, the ANOVA revealed that the interaction between time 
and group was not significant. 
Attractiveness relative to peers (Hypothesis #5). Women 
were asked to compare their perceived attractiveness with 
their perception of their peers' attractiveness. A 3 x 2 
repeated measures ANOVA was conducted. The three level 
independent variable was Group (Mastectomy, Lumpectomy and 
Control) . The two level variable was repeated ( former and 
current). Results of the ANOVA revealed no differences between 
groups. Thus, support for the hypothesis was not found. 
Perceived importance of breast to attractiveness 
(Hypothesis #6). A 3 x 2 ANOVA was conducted. The three level 
independent variable was Group (Mastectomy, Lumpectomy, and 
Control). The two level dependent variable was repeated 
(former and current). The ANOVA revealed that the women in the 
three groups did not vary on their current rating of the 
perceiyed hypothetical importance of the breast in determining 
a woman's attractiveness. This is consistent with what had 
been hypothesized. 
Appearance orientation (Hypothesis #9). A 3 x 2 ANOVA was 
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conducted to compare the amount of investment in appearance of 
the women in the three groups. The three level variable, 
Group, consisted of the following levels: Mastectomy, 
Lumpectomy, and Control. The two level repeated variable was 
time, and consisted of present and former. The ANOVA revealed 
that there were no significant effects for group or time, and 
there was no significant interaction. These results are 
consistent with the hypothesls. 
Satisfaction with specific body parts (Hypothesis #2). A 
oneway MANOVA with 19 dependent variables (representing each 
item of the Body Image Daily Rating) was performed on women's 
daily body satisfaction ratings. The three levels of the 
independent variable, Group, were Mastectomy, Lumpectomy, and 
Control. The values for each variable were averaged over the 
28 days for each participant. No significant between group 
differences were found. 
Physical self-consciousness ( Hypothesis #3). A oneway ANOVA 
was performed on the daily diary ratings of reported feelings 
of physical self-consciousness. The three levels of the Group 
variable were Mastectomy, Lumpectomy, and Control. The 
dependent variable was the daily diary ratings averaged across 
the 28 days. The effect for group was not significant. 
Mirror-based rating of appearance (Hypothesis #4). A oneway 
ANOVA was performed on women's daily rating of their 
satisfaction with their appearance after gazing at their 
clothed body in a mirror for 30 seconds. Their ratings were 
averaged over the 28 days. The three levels of the Group 
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variable were Mastectomy, Lumpectomy, and Control. No 
significant effect for Group was found, and the hypothesis was 
not supported. 
BESAQ (Hypothesis #7). A one-way ANOVA comparing the three 
groups revealed no significant main effect for group on the 
measure assessing comfort with body exposure during sexual 
activity. Support for the hypothesis was not found. In 
addition to comparing groups on the total BESAQ score, groups 
were compared on nine individual items. On two items 
pertaining specifically to the breast, differences between 
groups emerged. More specifically, women who had a mastectomy 
reported that they had significantly fewer thoughts during 
sexual activity of looking sexy than women in the other two 
groups, E (2,55) = 5.96, g < .05 (See Figure 1.) In addition, 
as represented in Figure 2, women in the Control Group 
reported significantly greater preference to keep clothing on 
during sexual activity than women in the Mastectomy Group E 
(2,59) = 3.65, g < .05. No differences emerged on any of the 
other items for which a priori hypotheses were made. That is, 
no main effects were found for the following items: concern 
during sexual activity that their partner will notice 
something that is a turn-off; preference to keep one's body 
hidden under a sheet or blanket during sexual activity; 
comfort with partner viewing her body naked; agreement that 
there are body parts she would rather he not view during 
sexual activity; worrying during sexual activity about what 
her partner is thinking; tendency to avoid certain positions 
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Figure 1 
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because of the way her body would look; and becoming 
distracted during sexual activity by thoughts of how certain 
body parts look. 
Sexual Functioning 
Analyses were conducted across and within individual 
participants' daily ratings. Several hypotheses examined 
sexual functioning between the three groups. To test these 
hypotheses, ANOVAs were conducted in which Group and · Time 
served as the two independent variables. All between group 
analyses involving sexual functioning variables were also 
conducted employing ANCOVAs, with education utilized as a 
covariate. The two methods yielded similar results . Only the 
results from the ANOVAs are reported. Both between and within 
group correlational analyses were also conducted on the daily 
rating data. 
Sexual arousability (Hypothesis #10). A one-way ANOVA was 
conducted to determine if there were differences in SAI total 
scale scores between the three groups. The three levels of the 
independent variable, Group, were Mastectomy, Lumpectomy ·~ and 
Control. No main effect for Group was found. Separate one-way 
ANOVAs were conducted on three SAI scale items specifically 
pertaining to the breast. A significant effect for Group was 
found on arousability when one's partner fondles the breast 
area with his mouth and tongue E (2,52) = 3.35, Q < .05. Tukey 
follow-up tests revealed that this behavior was more 
frequently experienced by the women in the Control Group than 
women in the Mastectomy sample as sexually arousing ( See 
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Figure 3). No significant effect for group emerged on, the 
other two items: when partner fondles the breast area with his 
hands, or when he touches or kisses the nipple area. 
Sexual functioning (Hypotheses #11, 12). Twenty-nine 3 x 2 
repeated measures ANOVAs were conducted on the items on the 
SHF. The three level variable, Group, consisted of the 
following levels: Mastectomy, Lumpectomy, and Control. The two 
level variable, Time, included Current and Former as the two 
levels. The findings described below are divided by category. 
A conservative alpha level of .001 was used to guard against 
an increase in Type 1 error that would occur from conducting 
the 29 analyses. 
Sexual desire. No differences were found in frequency of 
reported sexual desire between groups. The main effect for 
time was significant, however, r (1,59) =12.92, g < .01 such 
that women reported significantly less sexual desire currently 
than retrospectively. The interaction was not significant. For 
women's rating of their partner's sexual desire, the group 
effect was not significant. The main effect for Time was 
significant, showing perceived partner desire to decrease over 
time, r (l,59)=24.46, g < .01. The interaction was not 
significant. 
Sexual arousal and pleasure. Women were also asked the 
frequency with which they experience physiological signs of 
sexual arousal. The main effect for group was not significant, 
but the effect for time was significant, r (1, 59)= 5.88, g < 















1 =Adversely affects arousal 
2z0oes not cause arousal 
3=Slightly arousing 
4=Moderately arous ing 
5=Very arousing 
Figure 3 







sexual arousal less frequently now than formerly. The 
interaction was not significant. 
The pattern of results was the same when women were asked 
about their subjective feelings of pleasure during sexual 
activity. The main effect for group was not significant. A 
significant main effect for time E ( 1, 59) = 7. 67, g < • 05 
emerged, and the interaction was not significant. Thus, the 
groups did not differ in subjective sexual pleasure but their 
subjective pleasure significantly decreased over time. 
Partner's erection. No significant effect for group or time 
was found for the partner's reported difficulty/ease in 
getting an erection. 
Sexual behaviors. No significant differences between groups 
were found for the frequency of sexual intercourse or women's 
rating of their desired frequency of sexual activity. However, 
a main effect for time was found for both items E (l,59) = 
45.97, g < .01 and E (1,59) = 8.38, g < .01, respectively, 
indicating that all women reported that they engaged in sexual 
intercourse less frequently now than they did previously, and 
that presently they wanted to engage in intercourse less 
frequently than they did previously. The interaction was not 
significant for either of these items. 
The frequency of masturbation did not vary by group or by 
time. Desired frequency of masturbation did not differ across 
groups or over time. Frequency of oral sex was not 
significantly different across groups but significantly 
decreased over time E (2,59)= 11.41, g < .01 for all groups. 
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There was no interaction effect. There was no main effect for 
group in desired rate of oral sex across the groups but a main 
effect for time did emerge E (l,59)= 5.81, g < .05, indicating 
that women's current desired rate of oral sex . was 
significantly less than their retrospective account. 
The results further indicate no difference between groups 
in the reported percentage of time they initiate sexual 
activity. Similarly, no differences were found over time, and 
the interaction was not significant. For the length of time 
women reported engaging in foreplay, there were no significant 
group or time effects. The interaction was not significant. 
Satisfaction with the sexual relationship was not 
statistically different between women in the three groups or 
over time. Women were also asked to indicate on the SHF which 
of five descriptions best characterized their sexual lif~. On 
this item, there was a significant main effect for time, E 
(1,59) = 13.64, g < .05. Their rating decreased over time from 
"better than average" to "mediocre" . No main effects were 
found for group or time when women rated their perception of 
their partner's satisfaction with the sexual relationship. 
Women were also asked how they respond to partner's 
sexual advances. While no main effect for group was found, a 
main effect for time, E (1,59)= 5.57, g < .05, revealed that 
women reportedly tended to be more receptive before than 
currently. 
Results of the question asking participants if they reach 
orgasm during intercourse indicated no main effect for group 
64 
or time. A significant main effect for group was found on the 
question asking about the likelihood of reaching orgasm when 
masturbating, E ( 2, 59) = 4. 25, .Q < • 05. ANOVA follow-up testing 
indicated that the women in the Control Group reported that 
they were significantly more likely to reach orgasm through 
masturbation than the women in the Lumpectomy Group, E (2,59) 
=5.30, .Q < .01. The main effect for time was not significant. 
Engaging in affection behaviors (hugging and other 
nongenital activity) was not significantly different across 
groups but significantly decreased over time, E (1,59) = 7.66, 
.Q < .05. The interaction was not significant. Women were 
also asked the extent to which their partner touches their 
breast area. ~here was no main effect for group, but a main 
effect for time, F (1,59) =6.27, .Q < .05 was found, indicating 
that overall, the partner touched the breast area less 
frequently over time. A significant interaction was also 
found, E (2,59)= 5.51, .Q < .05. Follow-up tukey tests for the 
interaction effect revealed that at Time 2, women in the 
Mastectomy Group indicated that their partner currently 
touched their breast area significantly less often than did 
the partners of women in the Control Group, E (2,59) = 3.60, 
.Q < .05. No significant differences emerged between the groups 
at Time 1. There was no significant difference between Time 1 
and Time 2 for women in the Control or Lumpectomy Groups. (See 
Figure 4.) 
No significant differences emerged between groups or 
time, nor was the interaction significant, when women were 
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Figure 4 












Time 1 Time 2 
1 =Never 2=Rarely 3=Sometimes 4=0ften 5=Almost Always 
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asked if they experience negative feelings, including disgusti 
shame, or guilt during sexual intercourse. While there were 
no differences across groups in reported fear of having sexual 
relations, there was a significant decrease over time, E 
( 1, 59) = 7. 7 2, p < • 05 for women. The interaction was not 
significant. In addition, levels of worry about sexual 
relations were not significantly different between women in 
the three groups or over time. The interaction was not 
significant. Overall ratings of the sexual relationship were 
statistically equivalent across group and over time. The 
interaction was not significant. 
Daily ratings of sexual behaviors ( Hypotheses # 11, 12) . 
Several sexual behaviors were tallied across 28 days of 
ratings and averaged for each group to determine group 
differences in reported frequency of these behaviors over the 
one month period of time for which participants kept daily 
diary ratings of their sexual functioning. These variables 
include: ( 1) number of sexual fantasies, ( 2) number of . days 
women reported engaging in affection behaviors with their 
partner, (3) number of days women reportedly initiated sexual 
activity, (4) number of days women reported they had 
intercourse, (5) number of days women reportedly masturbated, 
( 6) number of days women indicated they had oral sex, ( 7) 
number of days breast stimulation was reportedly part of their 
sexual activity, and (8) the number of orgasms they indicated 
they had over the one month period of time. (See Table 5.) 
This data was analyzed by obtaining the average for each 
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Table 5 
Monthly Frequency of Sexual Activity 
MASTECTOMY LUMPECTOMY CONTROL 
M Range M Range M Range 
Number of 
Fantasies 14.35 0 • 65 12.83 1 - 59 16.05 0 • 54 
Days of 
Affection 
Behaviors 26.9 23 · 28 21.52 1 • 28 24 .10 12 • 28 
Days of 
Initiated Sex 1.95 a 0-9 1.87b 0 • 12 1.93a 0-8 
Days of 
Intercourse 3.95 0 - 13 5.05 0 - 17 4.57 0-8 
Days of 
Masturbation 1.66a 0 - 23 _72a 0-8 1.89b 0-9 
Days of 
Oral Sex 1.95 0 · 14 2.67 0-8 2.48 0-8 
Days of 
Breast 
Stimulation 1.73b 0 · 16 1.24a 0 • 17 . 31a 0 • 10 
Days of 
Orgasms 2.19b 0 - 11 1.02a 0 · 13 _79a 0 • 17 
Unlike superscripts indicate significantly different means. 
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variable for each subject, and this averaged value was used in 
the analyses. When the frequency of these sexual functioning 
indices was compared using a one-way (Group) ANOVA, there was 
a significant main effect, Hotellings T (34) - 1.66, g < .05. 
Univariate F-tests revealed that the groups significantly 
differed on the frequency of affection behaviors they engaged 
in during the month, E (2,59) = 5.86, g < .01, with the 
Mastectomy Group engaging in significantly more affection 
behaviors than the Lumpectomy Group. No other significant 
differences were found. 
Body image and sexual functioning (Hypotheses #13 and #14). 
The relationship between body image and sexual functioning was 
measured using the daily ratings. Intra-subject correlations 
were performed between body image and sexual functioning 
variables for each participant across the twenty-eight days. 
(See Table 6). 
Overall body satisfaction was positively correlated with 
sexual intercourse only for one woman in the Lumpectomy Group, 
and not for any women in the other two groups. A significant 
negative relationship was found between overall body 
satisfaction and sexual intercourse for one woman in the 
Control Group. Overall body satisfaction and masturbation were 
positively correlated for two women with a mastectomy, but not 
for any women with a lumpectomy or in the Control Group. No 
significant negative relationships were found. Overall body 
satisfaction was significantly positively related to oral sex 
for one woman in the Control Group but not for any wome~ in 
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Table 6 
Number of Significant Correlations for Month of Daily Ratings 
MASIECTOMY LUMeECTOMY CXl'1TFO... 
BQd~ SalisfactiQ□ 
+ + + 
Intercourse 0 0 1 0 0 1 
Masturbation 2 0 0 0 0 0 
Oral Sex 0 0 0 0 1 0 
Breast Stimulation 0 0 0 0 1 0 
Orgasm 1 1 0 0 0 2 
Subjective Arousal 0 0 1 0 1 0 
Breast SatistactiQn 
Weight 3 4 4 0 6 0 
Overall Appearance 2 1 5 1 6 1 
Shape 4 0 5 0 6 1 
Body Satisfaction 1 1 4 0 4 0 
Phys. Attractiveness 2 1 5 0 3 0 
Self-Consciousness 0 6 0 3 1 2 
Mirror Rating 1 1 2 0 3 0 
Stress 1 1 0 1 2 2 
Sexual Desire 1 2 0 1 3 0 
Sexual Fantasizing 1 1 0 2 0 1 
Initiate sex 0 1 0 0 0 0 
Intercourse 0 0 0 0 0 0 
Sexual Desire 
Sexual Fantasizing 7 0 9 0 12 0 
Partner Support 1 0 1 0 5 0 
Affection Behaviors 0 0 0 0 0 3 
Menstruation 1 0 0 0 1 0 
Partner interest 3 1 9 0 11 0 
Orgasm 2 0 0 0 1 0 
Subjective Arousal 1 0 0 0 3 0 
Physical Arousal 3 0 0 0 2 0 
Weight 
Overall Appearance 4 1 5 0 11 0 
Shape 6 0 3 0 11 0 
Attractiveness 1 0 4 0 4 0 
Self Consciousness 0 1 0 3 1 4 
Mirror Rating 1 0 6 0 7 0 
Stress 0 1 1 0 1 3 
Sexual Desire 1 0 0 0 1 0 
Sexual Fantasizing 1 0 0 0 1 0 
Physical Arousal 0 0 0 0 1 0 
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the other two groups. No negative relationships between these 
two variables emerged for any of the women. Support was not 
found for this hypothesis. 
Several correlations were performed between breast 
satisfaction and satisfaction with different body image and 
sexual functioning variables for all women, using the daily 
ratings. The variables with which breast satisfaction were 
correlated include items from the Body Image Daily Rating, 
such as: weight, overall appearance, shape, and overall body 
image; with feelings of physical attractiveness, physical 
self-consciousness, mirror ratings of attractiveness, amount 
of stress, sexual desire, number of sexual fantasies, the 
initiation of sexual activity, and sexual intercourse. 
Results of the correlational analyses indicate that for 
two women who had a mastectomy, breast satisfaction was 
significantly related in a positive direction to perceived 
attractiveness. For one woman who had a mastectomy, there was 
a significant negative relationship between these two 
variables. For five women with a lumpectomy, a significant 
positive relationship emerged between breast satisfaction and 
perceived attractiveness, and no negative correlations were 
found. For women in the Control Group, three positive 
correlations and no negative correlations between these 
variables were found among participants. Breast satisfaction 
and overall appearance satisfaction were correlated 
significantly in a positive direction for two women who have 
had a mastectomy and negatively for one woman with a 
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mastectomy; significantly positive for five women who have had 
a lumpectomy and negatively for one woman with a lumpectomy; 
and significantly positive for six women in the control group 
and negative for one woman in the control group. Breast 
satisfaction and overall body image were correlated in a 
significant and positive direction for one woman with a 
mastectomy, four women with a lumpectomy, and · four women from 
the control group. For one woman in the Mastectomy group, 
these variables were reliably and negatively related. There 
were no significant negative relationships between these two 
variables for any women in the other two groups. 
Breast satisfaction and sexual desire were positively 
correlated for one woman in the Mastectomy Group, no women in 
the Lumpectomy Group, and for three women in the Control 
Group. For two women in the Mastectomy Group, one woman in the 
Lumpectomy Group, and for no women in the Control Group these 
variables were reliably correlated in a negative direction. 
Weight satisfaction was correlated with other body image 
and sexual functioning variables, and sexual desir~ was 
correlated with additional sexual functioning variables. The 
number of participants for whom significant positive and 
negative correlations emerged is also represented in Table 7. 
The total number of women in each group for whom 
significant correlations were found was tallied, and separate 
analyses of variance (ANOVAs) were conducted to determine if 
the number of significant relationships varied between groups. 
Results of these ANOVAs indicate that the number of both 
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significant positive and negative correlations between g~oups 
did not differ for any variables across the groups. 
Discussion 
The primary objective of this research was to examine the 
impact of a mastectomy on body satisfaction and sexual 
functioning for women. A secondary aim was to investigate the 
relationship between body image and sexual functioning among 
women who have had breast cancer and women who have not had 
breast cancer or a chronic illness. Three groups of women 
participated in this research; women who have had a 
mastectomy, women who have had a lumpectomy, and women without 
history of breast disease or breast surgery. Among the most 
important and unexpected findings are the numerous group 
similarities that emerged. Throughout the following 
discussion, "before", "prior", and "earlier" refer to before 
the women's breast cancer diagnosis, or, in the case of the 
women who did not have breast cancer, five years ago. 
The three groups of participants in this research did not 
differ in terms of age, partner's age, number of children, 
smoking status, or body weight. However, they differed in 
annual income and educational background. More specifically, 
women in the Lumpectomy Group reported a significantly lower 
annual income than women in the two other groups. Further, 
women in the Control Group reported significantly more years 
of education than women in the two other groups. 
The apparent difference in income between groups may be 
attributed to the ambiguous wording of the item used to assess 
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income. When answering the question on range of personal 
income, some women, primarily the women who had undergone a 
lumpectomy, only included their individual income, and others 
considered both their husband's and their own income in their 
determination of their personal income. Since the women were 
recruited from similar settings and were homogeneous in · most 
other ways, the difference in income may not be as significant 
as it might otherwise be considered. The reported annual 
income level among the Mastectomy Group was approximately 
$35,000. For the Lumpectomy and Control Groups it was $28,000 
and $35,000, respectively. It should be noted that the 
significant income differences do not correspond exactly to 
the significant group differences in education. This lends 
further support to the possibility that income differences may 
have been due to differences in interpretation of the 
question. 
The impact of the income and education differences 
between groups was examined closely, however. In fact, all 
analyses were conducted utilizing a statistical analysis 
(MANCOVA) that eliminated the effects of education. The 
results were identical to the results that were derived when 
the effects of education were not partialed out . Even though 
the results of these analyses suggest that the differences may 
not be critical, it is plausible that the differences in 
education and income are more centrally related to the body 
image and sexual functioning results than the researcher deems 
them to be. It is important to keep the differences in income 
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and educational background between groups in mind when 
interpreting the results. It can not be discounted that such 
differences existed. 
Body Image 
The hypothesis that women who had undergone a mastectomy 
would report less body satisfaction than women with a 
lumpectomy and than women without a history of breast disease 
or surgery was not supported. Rather, nonsignificantly 
different levels of body satisfaction were expressed by women 
in the three groups. This was true whether body image was 
measured as a trait (Body Image Scale) or as a state (Body 
Image Daily Rating). 
A possible explanation for this surprising finding is 
that women who have had breast cancer, and particularly the 
women who have had the more disfiguring surgery of a 
mastectomy, have developed alternate ways of relating to their 
body. They may, for example, have cultivated a more 
instrumental view of their body, in which they have a greater 
appreciation for its various functions and for their general 
health than they formerly had. It seems plausible that they 
are less likely to objectify their body now and instead are 
more likely to view their body as a whole. (By ''objectify", 
the researcher is referring to the tendency to see one's body 
as part-objects or ornaments, as a collection of parts. 
Objectification of one's body is a natural consequence of 
having internalized sociocultural messages regarding female 
beauty.) This type of transformation in their relationship 
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with their body may have helped to mitigate against any 
decreases in body satisfaction that could have occurred from 
losing a breast (mastectomy) or in some way ·altering one of 
their breasts (lumpectomy). They may also have found other 
aspects about themselves that they like (e.g. their fortitude 
and strength in combat ting a traumatic illness), or other 
parts of their body that they deem attractive, to counter any 
detrimental changes in body image. 
Women with breast cancer may also have reframed their 
perception of their scarred body parts to a more positive one. 
An example is of a woman who had a lumpectomy and thought of 
her scars as "a half moon and a sun". Another woman decided to 
modify her view of her mastectomy site. She told her concerned 
seven-year-old daughter that her breast was not feeling well, 
and wasn't it wonderful that the doctor could remove the 
breast "and make (me) all better"? The active coping 
strategies of the women who have had cancer seem to serve to 
protect against any overall body image ( and sexual 
functioning) difficulties in postsurgery adjustment. Many 
participants spoke of their scars as a badge of courage. 
The notion that women who have had a mastectomy tended 
not to objectify their bodies is further supported by the 
finding that they were far less likely than women without 
breast cancer to incorporate weight into their overall 
assessment of their body. In fact, for almost three times as 
many women in the Control Group compared to women in the 
Mastectomy Group, there was a reliable relationship between 
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weight satisfaction and overall appearance 
Weight, a traditionally central feature 
satisfaction. 
of women's 
determination of their body satisfaction (Rodin, Silverstein, 
& Striegel-Moore, 1985) and one that would be consistent with 
an objectified view of one's body, was reliably related to 
appearance satisfaction for only four women with a mastectomy. 
An additional consideration in addressing the equivalent 
levels of body satisfaction that were found is that women who 
choose a lumpectomy may have more anticipatory body image 
concerns than women who opt for a mastectomy (Margolis & 
Goodman, 1984; Margolis, Goodman, Rubin, & Pajac, 1989; 
Rowland & Holland, 1990). Although the present research did 
not explicitly measure anticipatory body image concerns, 
results of this investigation do not coincide with the above 
investigators' findings. In the present research, women who 
had a lumpectomy showed levels of body satisfaction (both 
before and currently) that were not different from the women 
in the Mastectomy Group. There may indeed be other reasons 
that contribute to why women with breast cancer choose a 
lumpectomy. 
Another unexpected finding in this research was that body 
satisfaction increased over time. That is, women indicated 
that they felt more satisfied with their body now than they 
believed they formerly did. The explanation for this may be 
the same as that offered above; that over time, women's view 
of their body becomes less objectifying, and they develop more 
appreciation for its functional features. The present research 
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suggests that this phenomenon occurs among all women, 
regardless of whether they have experienced a life-threat~ning 
disease, and may have more to do with age and the accumulation 
of life experiences. Participants provided anecdotal support 
for this idea when they indicated that after giving birth, 
their focus on trying to attain the cultural ideal of physical 
perfection drastically declined, as other issues in their 
life, such as parenting, became more important. This finding 
is supported by other researchers (e.g. Atalbe & Thompson, 
1993). 
A similar explanation for age related increases in body 
satisfaction patterns can be derived from the adult 
psychological development literature. In their review, Datan, 
Rodeheaver, & Hughes ( 1987) found that although absolute 
personality changes due to age are minimal, there is an age-
related increase in responsiveness to internal cues. They also 
found that the importance of external standards declines with 
age. This could help to explain the increase in body image 
over time. After all, appearance standards are set 
externally, by the culture (Saltzberg & Chrisler, 1995). 
Responding more to internal cues and less to external cues is 
consistent with an increase in body satisfaction. 
The improved body satisfaction over time found in this 
research parallels the results of Pliner, Chaiken, & Flett 
(1990), who looked at body image changes among women and men 
age 10-79. They found that the importance of appearance 
diminished with age for both men and women. Results of the 
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present research are different from those of Thomas and 
Freeman (1990), however, whose research suggests that body 
satisfaction ("body esteem'') stays constant with age in women 
age 17-55. 
In the present study, women also provided a prospective 
account of body satisfaction (daily ratings), one that c~n be 
viewed as more state-based compared to the more trait-based, 
global measurement of body image described above. This data 
examined satisfaction with particular body parts and features 
over a one month period of time. The analyses revealed 
equivalent levels of satisfaction with the face, arms, 
shoulders, torso, muscle tone, waist, stomach, weight, shape, 
overall satisfaction, and overall appearance, between women in 
all three groups. It indeed seems feasible, as suggested 
earlier, that after experiencing a traumatic and potentially 
fatal life event, the women with cancer have become less 
concerned about meeting societal standards of physical beauty 
and have developed an alternate system for deriving 
satisfaction from their body. They may judge their body less 
critically, and body features like weight and the shape of 
one's thighs, traditionally central determinants in women"s 
body satisfaction, become less important. 
Another way in which body image decline may have been 
tempered was via a modification in the breast cancer 
survivors' value system. Many women in the cancer groups and 
particularly Mastectomy Group commented on their shift in 
values. They indicated that as a result of their cancer 
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diagnosis, they no longer worry about the same matters that 
formerly concerned them and instead have greater appreciation 
for life. This phenomenon, in which cancer survivors report 
feeling less hassled by everyday stressors and more grateful 
for each day, has been documented in the literature (e.g. 
Grandstaff, 1976; Sorensen, 1994). Other researchers (e.g. 
Meyerowitz, Sparks, & Spears, 1979) have found that many women 
who have had breast cancer report improved interpersonal 
relationships, another possible mitigator of body image 
decrements. 
There were several other clinically important body image 
findings. One such finding is that no significant differences 
were expressed in investment in their appearance (both between 
groups and over time). Having breast surgery, then, did not 
prompt the women to spend undue energy and time presenting 
themselves. It also did not serve the opposite function of 
causing them to abandon their investment in or concern about 
their appearance, a phenomenon that may be associated with a 
bleaker outlook on life, depression, or social withdrawal. 
Although women who had a mastectomy were the only ones who 
showed any decrease in appearance orientation over time, this 
was not a reliable decline. 
A secondary purpose of this study was to explore the 
relationship between satisfaction with various body parts. It 
was of interest to learn that few significant relationships 
emerged. It is noteworthy, however, that the number of people 
in the Mastectomy Group for whom breast satisfaction was 
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positively correlated with other body features was fewer than 
it was in the other two groups, and that breast satisfaction 
was positively related to satisfaction with other body 
features for more women in the Control Group than for women in 
either of the two Cancer Treatment Groups. This is consistent 
with the idea that any dissatisfaction the women with breast 
cancer have they keep somewhat contained so as not to allow it 
to permeate their feelings about other body parts or features. 
In addition, women who had a mastectomy had the greatest 
number of negative relationships when "breast" was correlated 
with other body image (or sexual functioning) variables. This 
suggests that there may be some "splitting off" or separation 
of the breast for these women in their post-surgery 
adaptation. While some researchers have suggested that this 
may be undesirable (e.g. Abt et al., 1978; Frank et al., 1978, 
Kriss & Kraemer, 1986; Margolis et al., 1990), this form of 
healthy denial can also be viewed as an adaptive strategy that 
enhances adjustment. 
As Fallowfield & Hall ( 1991) point out, to say that 
breast surgery, in which an important body part is altered or 
removed, leads to changes in body image is somewhat 
tautological. By definition, removing or reshaping the breast 
will affect how one sees one's body. What is of greater 
importance is to understand the impact this type of bodily 
change has on each woman, and how it affects other aspects of 
her functioning. 
Some women in this research may have been sad or even 
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somewhat dissatisfied with their body or its parts but 
nonetheless coped well and kept their dissatisfaction 
contained. For other women, changes in how their chest area 
looked may have led to difficulties in other areas of their 
life. However, to assume that all women who have a mastectomy 
suffer from body dissatisfaction and that this pervades their 
entire range of functioning is simplistic and incorrect. There 
are individual factors for each woman (Rowland & Holland, 
1987) that are important in understanding how her surgery 
affects her relationship with her body and her sexual 
relations. Surgeons and researchers may erroneously assume 
that the primary focus of women who have been diagnosed with 
breast cancer is breast loss (Fallowfield & Hall, 1991). The 
assumption that body image concerns take precedence over any 
other concerns is typical (e.g. Bartelink et al., 1985; de 
Haes, van Oostrom, Welvaart, 1986; Kemeny et al., 1988). 
Sexual Functioning 
Many unexpected nonsignificant group differences emerged 
when the sexual functioning of women in the three groups was 
compared. These are important findings, as they suggest .  that 
the sexual functioning of women with breast cancer need not 
inevitably decline, at least not for an extended period of 
time (e.g. more than one year after surgery). 
Unfortunately, the daily rating questionnaire did not 
address all of the same topics as were represented by the 
other primary sexual functioning instrument (SHF). In fact, 




behaviors, frequency of initiating sexual activity, and the 
rate of engaging in intercourse, masturbation, oral sex, and 
breast stimulation. Further, it should be kept in mind that 
all of the women in the cancer groups were at least one year 
post-surgery. On average the women in the Mastectomy Group 
were more years post-surgery than the women in the Lumpectomy 
Group. The range of 1-23 and 1-9 years, respectively, was 
vast. Thus, these results do not provide any information about 
the earlier impact and adjustment period immediately following 
breast cancer surgery, a time within which a more difficult 
adjustment period typically occurs for women who have 
undergone either a lumpectomy or mastectomy (e.g. Steinberg et 
al., 1985). 
Based on the trait-like, global measure of sexual 
functioning ( SHF), all women expressed similar levels of 
sexual desire. Physiological and subjective sexual arousal, as 
well as subjective arousability, did not differ between 
groups. In addition, the frequency of and satisfaction with 
sexual activity was not different for women in the three 
groups. Desired frequency of sexual activity, frequency of 
masturbation, desired frequency of masturbation, frequency of 
oral sex, and desired frequency of oral sex were also not 
different between groups. Similarly, rates of initiating 
sexual activity, responsiveness to partner ' s sexual advances, 
and amount of foreplay did not differ between groups. Further, 
similar findings across groups were reported on likelihood of 
orgasm from intercourse and amount of affection behaviors. 
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Ratings of their partner's sexual desire, and satisfaction 
with the sexual relationship did not differ between groups. In 
addition, satisfaction with the sexual relationship was 
similar for women who had a mastectomy, lumpectomy, or no 
breast disease. 
Based on the . daily ratings, which were prospective and 
more state-based, there was only one between group difference. 
The women in the Mastectomy Group reported a significantly 
greater number of days during the month when they engaged in 
affection behaviors compared to the women in the Lumpectomy 
Group. This closeness with their partner may help to protect 
against any decline in body image or sexual satisfaction. 
It is interesting that when asked about affection 
behaviors on the global measure ( SHF), no between group 
differences emerged, yet differences did arise when the data 
was collected in an alternative manner. Obtaining information 
in the form of a daily rating may be a superior and more 
reliable method than requiring women to complete a gJ.obal 
measure in which they must rely on their memory and provide an 
estimate of the frequency of their behavior. 
One possible explanation for the overall lack of between 
group differences on the sexual functioning indices is the 
same as that which was proposed earlier in understanding the 
similar levels of body satisfaction expressed by women in the 
three groups. It seems plausible that women in the cancer 
groups have protected themselves against any decline in sexual 
functioning by use of their active coping mechanisms. This may 
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take, for example, the form of determination and resolve not 
to allow their illness experience to hamper the enjoyment they 
derive from an important aspect of quality of life, sexual 
relations. It is possible that they have altered their style 
of sexual expression, such that they now employ different 
positions or forms of activities that may make them feel more 
comfortable. (However, no between-group differences emerged 
when women were asked about position changes directly.) The 
nonsignif icantly different sexual functioning findings between 
groups may also suggest that women who had a mastectomy or 
lumpectomy are able to use their sexual relations as a means 
of affirming their II aliveness 11 , and as a source of 
experiencing pleasure. Women who have had breast cancer may 
also now feel a new level of closeness to their partner, which 
may contribute to the satisfaction they derive from sexual 
relations with him (Salokari et al., 1986; Sorensen, 1994). 
The paralleling of the body image and sexual 
findings is noteworthy and supports the idea 
functioning 
that these 
constructs may go hand-in-hand, at least when measured as 
global concepts. 
Another important set of findings pertaining to sexual 
functioning has to do with the impact on sexu~l functioning of 
the passage of time. As described earlier, all women completed 
the measures based on the present, and they also provided a 
retrospective account of how they believe they formerly would 
have responded to the same questions. 
First, all women reported that they and their partner 
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currently experience less sexual desire than they did before. 
Further, the women indicated that they had more subjective and 
physiological sexual arousal before than they experience 
currently. (Although there was a main effect for time, the 
means for before and after for the nonclinical women on these 
two items were identical, suggesting that for them, there was 
less of a perceived impact of time on their, and their 
partner's, level of arousal.) All women indicated that they 
have a lower frequency of sexual intercourse and oral sex now 
than before, and that they all want to have less intercourse 
and oral sex now than they used to want to have. Their rates 
of initiating sex over time were equivalent, as were the 
amount of foreplay they had and the ease with which the 
partner was able to get an erection. All women reportedly had 
a similar rate of masturbating and a comparable desired rate 
of masturbating as they formerly had. Women indicated that 
they tended to be less responsive now than they used to be 
when their partner made sexual advances. They also reported 
they are as likely to reach orgasm from intercourse as they 
used to be, but that they engage in fewer affection behaviors 
now than they engaged in earlier. Their reported levels of 
shame, guilt, worry, and disgust while engaged in sexual 
relations did not change over time, but they are reportedly 
less fearful about sexual activity currently than they used to 
be. Their satisfaction with the sexual relationship did not 
differ over time when they were asked to rate their 
"satisfaction with the sexual relationship", but when asked to 
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endorse the most fitting description of their present sexual 
life, ratings decreased over time from "better than average" 
to "mediocre" for women in all three groups. 
The tendency for some aspects of sexual functioning, 
including self-reported sexual interest and frequency of 
sexual intercourse and other sexual activities, to decrease 
over time is consistent with the results of several other 
researchers' (e.g. see Morokoff, 1988; Pfeiffer, Verwoerdt, & 
Davis, 1972) results. Menopausal status has also been linked 
with changes in sexual functioning, with postmenopausal women 
reporting a decline in sexual functioning, including sexual 
interest and frequency of intercourse (e.g. Bottiglioni & 
DeAloysio, 1982; Hallstrom, 1977). Morokoff (1988) concludes 
in her review that menopause does lead to a decrease in sexual 
desire, coital frequency, vaginal lubrication, and frequency 
of sexual activity. That there was a decline in the 
participants' sexual functioning is consistent with what is 
expected with the passage of time and menopausal status. 
Results of analyses on sexual activity involving the 
breast yielded inconsistent findings. First, there were some 
between-group differences on items pertaining specifically to 
feelings about and sexual activity with the breast. For 
example, group differences were found on the frequency of the 
partner touching the woman's breast area. More specifically, 
women who had a mastectomy indicated that their partner 
currently touched their breast area less than he did before 
the cancer diagnosis, and significantly less frequently than 
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the partner of women in the other gro~ps touched their breast. 
(This was the only between-group difference on the SHF.) There 
were no differences on women's retrospective account of the 
amount of breast touching by their partner. 
It is not clear, from this data, how the women in the 
Mastectomy Group felt about the change in breast touching, 
i.e. if . it was due to their request, or based on the partner's 
assumption that she would prefer that he not touch her breast 
area. This decreased touching of the breast may be part of the 
women's adaptive strategy to maintain satisfaction with other 
body features and focus on other aspects of their body and 
forms of sexual activity. However, it is not consistent with 
the idea of confronting via in vivo exposure the site of their 
surgery, an approach that they also seemed to utilize at 
times. Obtaining more information about this finding is 
important, as researchers (e.g Schain, 1988; Witkin, 1978) 
have documented that a detrimental cycle can ensue in which 
the partner's hesitancy in touching the woman's breast is 
interpreted as avoidance, neglect, or rejection when it may 
have more to do with miscommunication. 
Another significant between group difference emerged on 
the amount of arousal that results from the partner fondling 
the woman's breast area with his mouth and tongue. Women with 
a mastectomy found this significantly less arousing than 
women in the Control Group. There were no differences between 
groups, however, when the method of the fondling was his hand, 
or when the question was asked in terms of the partner kissing 
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the nipple area. It may be the more intimate nature of the 
question ("fondling with his mouth and tongue") that accounts 
for the group difference found on this item. 
There were other nonsignif icant group differences on 
sexual activity items specifically .or possibly related to the 
breast. These include: preference to stay under a sheet or 
blanket to hide one's body during sex, comfort with partner 
viewing her body naked, agreement that there are body parts 
she would rather he not see during sex, proclivity to avoid 
certain positions because of the way her body would look, and 
becoming distracted during sex by thoughts of how particular 
body parts look. The fact that their dissatisfaction was not 
more generalized and that it did not translate into behavioral 
avoidance is psychologically adaptive. 
Body Image and Sexual Functioning 
Results of the correlations among daily rating variables 
revealed few reliable relationships, either positive or 
negative, and the number of such relationships did not 
signficantly differ between the three groups. Generating an 
explanation for this is difficult, as logic and prior research 
(e.g. Cash, 1991; Faith & Schare, 1993) suggest that body 
satisfaction and sexual functioning would be more strongly 
associated, and correlated for more individuals. This is the 
first research, as far as the investigator knows, that 
examines this relationship in older women, in women who have 
had breast cancer, and on a prospective basis. Additional 
research is needed to clarify these relationships. 
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Limitations 
Several limitations to this study exist. First, it is 
important to remember that observed differences in the groups 
may not have been caused by the type of surgery. Further, 
there are self-selection factors in the findings that could be 
controlled only through random assignment to treatment group, 
which this study did not have. Many other factors (e.g. nature 
of decision making process, relationship with surgeon) not 
directly measured may have influenced choice of surgery and 
outcome. On the other hand, women who would agree to be 
randomly assigned to treatment are probably not representative 
of all women with breast cancer and of the women who would 
choose only mastectomy or only lumpectomy. Although a random 
assignment design would be an improvement over the current 
design, it too would have limited generalizability. 
Women with a mastectomy may have felt compelled to 
present themselves in as positive a light as possible. Or, 
women with a lumpectomy may have felt a greater investment to 
present themselves in a positive manner in order to justify 
their selection of a somewhat newer form of treatment. Another 
important consideration is that the validity of the women's 
retrospective accounts of their body satisfaction and sexual 
functioning is likely hampered by retrospective biases, which 
may have modified women's recollections of their earlier 
experiences. 
Time postsurgery was different between groups. The longer 
postoperative period for the mastectomy patients than the 
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lumpectomy patients provided them with additional time to 
adjust. (However, correlational analyses revealed that time 
post-surgery was not reliably related to any of the sexual 
functioning or body image indices.) Ideally, postoperative 
periods for both ~ancer groups should be equivalent if these 
groups are to be compared. It may also be that a larger study 
would be required in order for statistical tests to have 
revealed any significant between group differences 
(Fallowfield & Hall, 1991). 
A large volunteer bias is inherent in the present study's 
design. The volunteers for this research may not be 
representative of women who have had breast cancer or even of 
all women who volunteer to participate in breast cancer 
research. Women who are experiencing lower levels of body 
image or sexual functioning may be less comfortable with these 
issues and may be less inclined to volunteer for such a study. 
Summary of General Conclusions 
Overall, the findings suggest that many women who have 
had early forms of breast cancer adapt well several years 
postsurgery to changes in their body and sexual functioning. 
The present research findings are consistent with Glanz' and 
Lerman's (1992) and the Psychological Aspects of Breast Cancer 
Study's (1987) review of the literature; the majority of women 
who have had a mastectomy exhibit no excess distress compared 
to other breast cancer survivors or healthy women one year 
postoperatively. Rowland and Holland (1990) also reach the 
conclusion in their review that although breast cancer has a 
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complex psychological impact, women generally do not develop 
serious psychological symptoms as a result of the experience. 
Similarly, in Andersen, Andersen, & deProsse's (1989) 
longitudinal study of women with early stage cancer of various 
types, short-term, limited difficulties emerged, but these 
were transitory and did not lead to significant disruption. 
Results of the present study suggest that women in the 
Mastectomy Group adapt in different ways. 
to actively confront their scars, both 
At times they seem 
emotionally and 
physically, and at other times focus on other aspects of their 
body and sources of sexual pleasure. This may be part of the 
"healthy denial'' and avoidance that have been documented as a 
psychologically useful form of psychosocial adjustment (e.g. 
Glanz & Lerman, 1992; Haber, Acuff, Ayers, Freeman, Goodheart, 
Kieffer, Lubin, Mikesell, Siegel, & Wainrib, 1993; Meyerowitz, 
1983). 
Another conclusion that can be drawn from this research 
is that the relationship between body satisfaction and sexual 
functioning is not necessarily a direct one. For example, in 
the case of the breast cancer participants, it seems important 
to pay attention to such possible mediating variables as time 
postsurgery, presurgery body image and sexual functioning, 
perceived and actual quality of social support, and 
effectiveness of personal coping strategies. 
The relationship between body image and sexual 
functioning may also vary depending on the form of measurement 
and the types of definition employed. Women may answer 
92 
questions differently when completing a daily diary rating 
versus a general retrospective measure. (In the present 
research, this was more relevant to the sexual functioning 
findings than to the body image results.) When completing a 
daily rating, one's memory and the necessity to generalize are 
less central. However, when answering a global measure, memory 
and generalization are more prominently involved. This latter 
form of measurement also leaves more room for error, including 
over- or underestimates. It seems important to utilize multi-
methods, i.e. prospective and retrospective methods, in order 
to obtain a fuller picture of the phenomena under study. 
Otherwise, results of one approach may be deemed to reflect 
"the truth", when actually, if measured in another format, the 
results may be vastly different. Although reconciling 
different results can be challenging, it provides a . more 
accurate view of the phenomena under study. 
Issues in Lumpectomy Treatment Intervention 
That many of the outcome variables were similar for both 
cancer groups speaks to the fact that breast conserving 
treatment can be associated with negative sequelae. When 
discussing breast cancer, it is important to keep in mind that 
the first and foremost fear of women with breast cancer may 
not necessarily be the loss of their breast, 
concerns, but rather the loss of their life 
or appearance 
(Fallowfield, 
Baum, & Maguire, 1987). Whether women select a mastectomy or 
lumpectomy, they still have to confront the same fact .. that 
their illness is life threatening. The assumption that women ' s 
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primary fear relates to their appearance may also be the 
foundation for the belief that mastectomy is more traumatic 
for younger and attractive women (e.g. Timothy, as cited in 
Fallowfield & Hall, 1991). 
Although women who have had a lumpectomy do not face a 
marked change in their body shape, they have a unique set of 
psychological concerns that results from surgery and/or 
radiation therapy (Levy & Schain, 1988; Rowland & Holland, 
1990; Rutherford, 1988). They may be concerned about the long-
term consequences of radiation, for example. If the radiation 
has caused changes in the breast's texture, they may 
experience reduced sensation in that breast and worry about 
how to detect another malignancy, particularly if there have 
been changes in the fibrosis of the breast tissue. They may 
also have difficulty adjusting to enlarged and pronounced 
pores on the breast that was radiated, and they may experience 
pain in the scar area. Particularly if they were not told that 
the breast may lack sensitivity, softness, or contour, they 
may be disappointed in the outcome of the procedure. 
Superimposed on this might also be a sense of guilt that they 
"should" be happy that they were able to keep their breast. 
Further, as mentioned prior, their sexual functioning may be 
impacted by their adjuvant treatment (Singer-Kaplan, 1992). As 
Levy, Haynes, Lathrop, Herberman, & Lea (1992) found, 
lurnpectomy is not a panacea to breast cancer treatment. 
Serving to further complicate adjustment from lumpectomy 
is that the changes described above may not be addressed or 
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deemed important because the woman has retained her breast. 
Women who saved their breast typically receive less sympathy 
from others because they are perceived as not having 
experienced as great a trauma as women who underwent a 
mastectomy (Rowland & Holland, 1990). 
Partner Support 
Many of the women in the cancer groups commented on the 
importance of their partner in helping them to adjust to the 
consequences of their disease, particularly in the spheres of 
sexual functioning and body image. The partners' support of 
their spouse was deemed paramount by the participants, and 
other researchers . (e.g. Giltner, 1994; Northouse, 1988, 1989; 
Steinberg et al., 1985) have documented its importance. In 
fact, Omne-Ponten ( 1994), found that the quality of the 
marital relation was one of the strongest predictors of the 
women's general psychosocial outcome. The fact that the women 
in the Mastectomy Group were married an average of 20 years 
may have helped to mitigate against any decline in marital 
relations (Jamison et al., 1978; Northouse & Swain, 1987; 
Wellisch, 1985), body image or sexual functioning. Carter, 
Carter, & Silvanas (1993) and Carter & Carter (1993) both 
conclude that two to three years after a mastectomy, couples 
generally adapt well both as couples and as individuals. Some 
marriages even improve after breast cancer (Gates, 1980). Few 
(approximately 7%) end in divorce after a diagnosis of breast 
cancer (Lichtman & Taylor, 1986). Several women in this study 
also spoke of improved family relations, something other 
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researchers have also described (e.g. Meyerowitz, Sparks, & 
Spears, 1979). 
Psychological Interventions 
Most participants indicated that they have never sought 
professional psychological help. All of the participants' 
treatment providers were male, and most women stated that they 
felt uncomfortable raising issues of body image and sexual 
functioning with them. 
Psychologists can play an important role in improving 
women's adjustment to breast cancer by providing support and 
information in both an individual and group format to women 
and possibly their partners. It is critical that women be 
given an opportunity to discuss post-adjustment issues. 
Involving the partner in the interventions, especially when 
there are sexual difficulties, might also be warranted. 
Physicians could also benefit from training in discussing 
concerns about diagnosis, treatment, and adju~tment to breast 
cancer with their patients. 
Researchers (e.g. Schain, 1987; Witkin, 1978, 1979) 
suggest that couples engage in such activities as sensate 
pleasuring and communication about feelings and fears as soon 
as possible, even while the women are still in the hospital. 
Witkin (1979) recommends that confrontation occur as quickly 
as possible, even if discomfort results. This desensitization 
is deemed useful, and there are long term benefits from 
sharing this experience early in the recovery process (Schain, 
1987). Ignoring the issues of sexual anxiety will reinforce 
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abstinence and may be perceived by one or both of the partners 
as disinterest or neglect. A psychologist's sensitivity and 
gentle inquiries about their sexual life may help to mitigate 
against any misunderstandings or unnecessary decline in their 
sexual relations. 
Other components of the role of a psychologist in working 
with couples could include addressing such issues as position 
reorientation of each partner in bed, particularly if the 
breast the partner fondled is the one that was removed or is 
sore due to radiation. Suggesting, for example, that the 
couple change positions (e.g. to scissors position) to avoid 
injury to the operative area may help to improve sexual 
relations. Work may need to be done on increasing the arousal 
response of the untreated breast if the treated or removed 
breast was the favored one. The couple's repertoire may need 
to be broadened (Schain, 1994). 
Group Psychotherapy and Social Support 
Social support is an important component in quality of 
life and longevity and a useful way to combat the effects of 
stress (Cohen & Wills, 1985). Although assessment of social 
support is beyond the direct scope of this research, it will 
be briefly addressed. Other studies suggest that women with 
metastatic breast cancer who participate in group therapy have 
a significantly longer survival time than women who do not 
have it (Spiegel, Bloom, Kraemer & Goitheil, 1989). 
Individual psychotherapy (behavioral, psychodynamic, and 
cognitive therapy) has also been shown to improve survival 
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time and immune function (Grossarth-Maticek & Eysenck, 1989). 
Indeed, there is a critical role and need in breast cancer 
treatment for psychologists. 
Future Directions 
Important future directions for research involving women 
and breast cancer include studying lesbian women, who may be 
at increased risk due to reproductive patterns or other 
factors; single women; young women (under 45); women of color, 
who die at higher rates than Caucasian women (Haber et al., 
1993); disabled women, who may have barriers to screening; and 
the partners of women who have/have had breast cancer 
(Wellisch et al., 1978). The vast majority of studies, 
including this one, consider only the adjustment of married 
women. This disregards approximately 40% of women with breast 
cancer, who are · not married (Fallowfield & Hall, 1991). 
Another important area to study includes immediate relatives, 
such as daughters, of women with breast cancer (Rowland & 
Holland, 1990). It would also be interesting to compare the 
adjustment of two groups of women who have had a recurrence; 
women who have had reconstructive breast surgery and women who 
have not had such surgery. Continuing to develop programs 
designed to enhance the well-being of women with breast cancer 
is another important goal (Gaskin, LoBuglio, Kelly, Doss, & 
Pizitz, 1989). Prospective studies in which attention is paid 
to psychological, as well as biological, factors is essential. 
Specific questions arising from this research that are 
potential areas of further research include investigating the 
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role of an external prosthesis in body image and sexual 
functioning of women with a mastectomy, learning more about 
the relationship women with a mastectomy develop with their 
remaining breast, and conducting a longitudinal or cross-
sectional study to better elucidate the process of adjusting 
to breast cancer. It would also be interesting to include 
women with benign breast disease as an additional comparison 
group. Looking specifically at body satisfaction and 
menopausal status is another idea for future research. 
Breast Cancer Recovery as a Process 
No one experiences breast cancer in exactly the same way 
as someone else (Haber et al., 1993; Wear, 1993). Clearly, 
there is a multiplicity of responses that vary as she lives 
through the experience. In Audre Lorde's (1980) account of her 
experience with breast cancer, she writes "I want to write 
rage but all that comes is sadness" (p. 13). She later reflects 
on her experience as one that allowed her to live a more fully 
considered life, due to a deepening that resulted from facing 
her mortality. 
The women who volunteered to participate in this study 
were survivors in many senses of the word. They have worked 
hard to transcend the fear, anger, and sadness brought on by 
breast cancer. Acceptance of what happened seemed to have 
developed from their active roles and belief that they could 
have an influence on the course of their disease (Metzger, 
1988; Snyderman & Snyderman, 1987). Wear (1993) writes that 
with each attempt to work through the trauma of breast cancer-
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-the surgery, questions, stares, prognosis--the survivor 
becomes closer to looking at her life differently. 
A Tentative Final Word 
The belief that changes in a woman's breast caused by 
breast cancer will inevitably lead to detriments in body image 
or sexual functioning is not supported by this research. 
Results of this research support Meyerowitz et al. 's (1988) 
hypothesis that assumptions and stereotypes have led to the 
belief that breast cancer diagnosis and treatment unavoidably 
cause problems in body image and sexual functioning. The 
tendency for health care providers to insist that women use a 
breast prosthesis immediately, to persuade them to undergo 
breast reconstruction, and/or to focus on physical appearance 
may not be helpful for all women. These types of 
recommendations are based on the inaccurate assumption that a 
particular form of appearance concern is universal. It is also 
critical to point out, however, that there is a substantial 
literature not reviewed here showing better recovery in women 
who have had reconstructive surgery (e.g. Schain, 1991). It 
seems important, as Meyerowitz et al. (1987) recommend, that 
"clinicians and researchers ... attend to sex roles issues 
without falling prey to sex role stereotypes (p. 82)." 
The number of women with breast cancer who are living 
longer continues to increase, and it is becoming even more 
essential to enhance understanding of adjustment to breast 
cancer, from diagnosis through long-term adjustment. I hope 
this research will serve as a means toward that end. 
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1. Your age: ____ years 
2. Your race: (l) ___ Caucasian (2) ___ Asian (3) ____ Hispanic 
(4) ___ African American (5) Other 
3 . Your height: ____ feet ____ inches 
4 . Your weight: ___ _,pounds 
5. Your religion: (l) ___ Protestant (2) ____ Jewish 
(3) ___ Catholic (4) Other 
6. Highest educational level attained: (l) ____ Less than 12 years 
(2) ____ bigh school graduate (3) some college 
(4) ____ college graduate (5) graduate/professional school 
7. Personal range or annual income: 
(l) ___ under $20,000 (2) ___ between $20-25,000 
(3) ___ belween $26-30,000 (4) between $31-40,000 
(5) ___ between $41-50,000 (6) over $50,000 
8 . Your current employment status : 
(1) ___ full-time (2) _part lime 
(3) ___ retired (4) ___ unemployed 
(5) ___ student (6) ___ other 
9 . Your present occupation : 
(l)_professional (2) __ manager 
(4) __ ·scmi-skilled (5) __ unskilled worker 
(?) __ retired (8)_ ._disablcd 
(3) __ clerical/technical 
(6) __ bomemakcr 
(9) __ other (specify) 
10. Arc you currently involved in a relationsh ip with a man? 
(1) __ _,es (2) ____ no 
IF no, you have now finished the survey . 
IF yes, please continue. 
11. What is your marital status? 
(l) ___ marr j cd (2) ___ singlc (3) ___ divorced 
(4) ___ widowcd (5) ___ living together but not married 
12. How long have you been involved in your present intimate relationship? 
(1) ___ 6-9 months (2) ___ 10-12 months (3) ___ 1-2 years 
(4) ___ 2-3 years (5) ___ 4 -5 years (6) ___ 6-8 years 
(7) ___ 8-10 years (8) ___ 11- 15 years (9) ___ 15-20 years 
(10) __ 20-25 years (ll) ___ over 25 years 
13. How old is your partner? ____ years 
14. Whal is bis present occupation? 
( l ) ___ professional (2) ____ manager (3 ) ___ cle rical/ technical 
(4) ___ semi-sk illcd (5) unskilled (6) ___ uncmployed 
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15. How many years have you been living together? 
(l) ___ less than one year (2) __ 1-2 years (3) ___ 2-4 years 
(4) ___ 4-6 years (5) __ 7-9 years (6) __ 10-11 years 
{7) ___ 12-13 years (8) __ over 14 years 
16. What is your partner's approximate annual income? 
(l) __ under $20,000 (2) __ between $20-25,000 
(3) __ between $26-30,000 (4) ___ between $31 -40,000 
(S) __ between $41-50,000 (6)_over $50,000 
I 7. What cosmetic surgery procedures have you had? 
(l) __ none (2) ___ suction lipectomy (3) ____ brcast augmentation 
(4) __ breast reduction (S) ____ (ace lilt (6) rhinoplasty 
(?) __ other 
18. To how many children did you give birth? ____ _ 
19. How would you rate your present level o( health? 
(l) ___ excellent (2)____good 
(3) ___ 1air (4)_poor 
20 . Do you smoke cigarettes? 
(l} __ yes (2) __ no 
21. If yes, how many cigarettes per day? __ _ 
22 . Do you drink alcohol? 
(l) __ yes {2) __ no 
23 . If yes, how much per day? 
(l) __ one 8 oz . glass o( wine/beer or less 
(2) __ more than one 8 oz. glass of wine/beer 
24 . Have you ever been diagnosed with cancer? 
(l) __ yes (2) __ no 
If yes: 
25 . When? 19 __ 
26. What type o( cancer? 
(l) __ breast {2) __ skin 
(3) __ lung (4) __ ovarian/cervical (S) __ other 
27 . What type of treatment(s) did you receive? 
(l) __ radiatioo (2) __ other 
(3) __ surgery {4) __ chemotherapy 
28 . Have you ever had any type of breast disease? 
(l) __ yes (2) __ no 
29. If yes: What type? {l) __ cancer 
(2) __ cyst 
(3) __ other (please specify) : __________ _ 
Please add any other information you would like the researcher to know : 
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For Women who Have Been Treated for Breast Cancer: 
1. What was the month and year of your breast cancer diagnosis? 
__ 19 __ 
2. What was the monlh and year of your breasl cancer surgery? 
__ 19 __ 
3. What 1ypc of a masteclomy did you have? 
(l) __ staadard radical mas1ectomy (breasl and chesl wall removed) 
(2) __ modified radical maslectomy (only breasl removed) 
(3) __ 1umpectomy 
4. Were you offered breast reconstruction surgery? (l) __ yes (2) __ oo 
5. Have you bad breast reconstruction? 
(l) __ ycs (2) __ ao 
6. If yes, whal lype of recoostructioo? 
(l) __ salioc implaal(s) (2) __ sil icoac implant (3) __ skia flap 
(4) __ 01hcr (please specify) (S) __ did aol have reconstruction 
7. Was your reconstruc1ion delayed or immediate? 
(1) __ delayed (2) __ immediale (al same lime as cancer surgery) 
(3) __ did nol have reconstruction 
8. Arc you satisfied with the results of the reconstruction? 
(l) __ vcry salisficd _ (2) ___ somcwhal salisfied 
(3) __ somcwhal dissatisfied (4) ___ vcry dissatisfied 
(5) __ did aol have rccoaslructioa 
9 . What types of treatment for breast cancer did you receive? 
(l) __ aone (2) __ radiation (3) __ cbcmolherapy (4) __ hormonal therapy 
10. When was the most recent lreatmeat of 1his type? ___ years ago 
Plea se fill in O if your lasl treatment was less than a year ago . 
11. How have you been affected within the last 6 moalhs by the following physical symptoms from 
cancer surgery or treatmeal? 
Not affcctedby Extremely affected by 
a. Soreness ia the area of the affecled breast. ..... ....... . O 1 2 3 
b . Swollen arm ........ ..... ... ... ............ ........... ...... ............. . 0 1 2 3 
c. Fatigue ...... .. .............. ..... ....... ..... ........ .................. ..... 0 1 2 3 
d. Nausea ... ...... ...... .... .... ...... ............ ....... .... ..... .............. O 1 2 3 
e . Limited arm movement. ........ ....... ........ .......... ........... O 1 2 3 
f. Tightness in chest. ...... ... .... .............. ..................... ..... O 1 2 3 
g. Olher ___________ .... ................ .... O 1 2 3 
12. How much of your hair did you lose during chemotherapy? 
(l) __ none (2) __ 25% (5) __ 100% 
(3) ___ 50% (4) ___ 75% (6} __ did nol have chemotherapy 
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13. What was your menstrual status before your diagnosis? 
(l) __ post menopausal (at least one year without menstruation) 
(2) __ peri-menopausal (irregular periods; up to l year since last regular period) 
(3) __ pre-menopausal (regular menstruation) 
(4) __ other (please describe) _______________________ _ 
14. Is your present menstrual status different from when you were diagnosed with breast 
cancer? 
(1) ___ ..,es (2) ___ no 
15. What is your menstrual status now? 
(1) __ 1 have completely stopped menstruating 
(2) __ 1 menstruate more often 
(3) __ 1 menstruate less often 
(4) __ 1 menstruate more heavily 
(5) __ 1 menstruate less heavily 
(6) __ Other 
16. If you bad chemotherapy, did your menstrual cycle stop while you were undergoing 
treatment? 
(l) __ yes (2) __ no (3) __ did not have chemotherapy 
17 . If you had chemotherapy and stopped menstruating, has your menstrual cycle resumed 
since your treatment? 
{l) __ yes (2) __ no (3) __ did not have chemotherapy 
18. Do you consider yourself to be overweight? 
(l) __ yes (2) __ no 
19. With whom could you talk most comfortably about your sexual activity? 
(l). ____ Physician (3) ____ Sex therapist (S) ___ Nurse 
(2) Psychologist (4) Self-help group (6) __ Other 
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LIFE EXPERIENCES QUESTIONNAIRE 
Lis1ed below are evenrs which somerimes bring aboul change in the lives or 1bose who experience 
them. Please indicate whether or not you have experienced the events listed below WITHIN THE 
LAST YEAR. 
PLEASE ANSWER THE FOLLOWING QUESTIONS ON THE ANSWER SHEET PROVIDED. 
PLEASE USE A #2 PENCIL WHEN FILLING IN THE BUBBLES. 
1. Death of spouse (A) __ yes (B) __ no 
2. Death of family member (A) __ yes (B) __ no 
3. Loss of job (A)_yes (B) __ no 
4 . Marital separation (A) __ yes (B) __ no 
5. Sexual difficulties (A) __ yes (B) __ no 
6 . Personal illness/injury (A) __ yes (B) __ no 
7. Death of close friend (A) __ yes (B) __ no 
8. Retirement (A) __ yes (B) __ no 
9. Change in financial status (A)_yes (B) __ no 
10. Change of residence (A) __ yes (B) __ no 
11. Illness of close friend (A) __ yes (B) __ no 
12. Illness of family member (A) __ yes (B) __ no 
13. Increased arguing with partner (A) __ yes (B) __ no 
14. Difficulties al work (A) __ yes (B) __ no 
15. other (A) __ yes (B) __ no 
16. other (A) __ yes (B) __ no 
17. other (A) __ yes (B) __ no 
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RELATIONSHIP SATISFACTION SCALE 
-PLEASE answer these questions on tl1c answer sheet using a #2 pcnc:11-
18. How satisfied arc you wltb your onrall rclatioasblp wltb your mate? 
(A) __ extremely satisfied (B) __ moderately utisfied (C) __ slightly satisfied 
(D) __ moderately disatisfied (E) __ extrcmely dissatisfied 
19. How satisfied do you tbiak your male is wltb your onrall relationship? 
(A)_extremcly satisfied (B) __ moderately satisfied (C) __ slightly satisfied 
(D)_moderately dissatisfied (E) __ extremely dissatisfied 
20 . I worry a lot about my relationship. 
(A) __ strongly agree (B) __ agree (C) __ aeutral/ undecided 
(D) __ disagree (E) __ stroagly disagree 
21. I reel tbat I am "in a rut• la my rclationsbip. 
(A) __ strongly agree • (B) __ agrce (C) __ acutral/undecided 
(D) __ disagree (E) __ stroagly disagree 
22. My relationship bas 
(A) __ stroagly agree 
(D) __ disagrce 
a bad effect on my bcaltb . 
23. My present relalioasbip 
(A) __ strongly agree 
(D) __ disagree 
24. My partner regards me 
(A) __ stroagly agree 
(D) __ disagree 
25. My partner inspires me 
(A) __ strongly agree 
(D) __ . disagree 
26. I get along well with my 
(A) __ strongly agree 
(D) __ disagree 
27. I have definite: difficulty 
(A) __ strongly agree 
(D) __ disagree 
(B) __ agrcc (C) __ aeutral/uadecided 
(E) __ stroagly disagree 
is aol one I would waal to remain In permanently. 
(B) __ agree (C) __ neutral/ undecided 
(E) __ stroagly disagree 
as an equal. 
(B) __ agree (C) __ aeutral/undecided 
(E) __ stroagly disagree 
lo do my best work . 
(B) __ agree (C) __ aeutral/undecided 
(E)_ · __ stroagly disagree 
partner. 
(B) __ agree (C) __ aeutral/uadecided 
(E) __ stroagly disagree 
confiding la my partner. 
(B) __ agree (C) __ neutral/undecided 
(E) __ stroagly disagree 
28. My partner does aol 
(A) __ strongly agree 
(D) __ disagree 
listen lo what I bave lo say. 
2 9. I am dc:finilc:ly satisfied 
(A) __ stroagly agree 
(D) __ disagree 
(B) __ agree (C) __ neutral/ undecided 
(E) __ strongly disagree 
with my rclationsblp. 
(B) __ agree (C) __ neutraf/uadecided 
(E) __ strongly disagree 
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BODY IMAGE SCALE 
Please answer the following questions ON THE ANSWER SHEET USING A #2 PENCIL. Please circle 
the best response. There arc no right or wrong answers. 
30. Before going out in public, I always notice bow I look. 
A B C D E 
Definitely Disagree Mostly Disagree Neither Agree Mostly Agree Definitely Agree 
nor disagree 
31. I am eare(ul to buy clothes that will make me look my best. 
A B C D E 
Definitely Disagree Mostly Disagree Neither Agree Mostly Agree DeCinitely Agree 
nor disagree 
32. My body Is sexually _appealing. 
A B C D E 
Definitely Disagree Mostly Disagree Neither Agree Mostly Agree DeCinitely Agree 
nor disagree 
33. I like my looks just the way they are. 
A B C D E 
Definitely Disagree Mostly Disagree Neither Agree Mostly Agree Definitely Agree 
nor disagree 
34. I check my appearance in a mirror whenever I can. 
A B C D E 
Definitely Disagree Mostly Disagree Neither Agree Mostly Agree Definitely Agree 
nor disagree 
35. Before going out, I usually spend a lot or time getting ready. 
A B C D E 
Definitely Disagree Mostly Disagree Neither Agree Mostly Agree Definitely Agree 
nor disagree 
36. Most people would consider me good-looking. 
A B C 
Definitely Disagree Mostly Disagree Neither Agree 
nor disagree 
37. It is Important that I always look good. 
A B C 
Definitely Disagree Mostly Disagree Neither Agree 
nor disagree 
38. I use very rcw grooming -products. 
A B C 
Definitely Disagree Mostly Disagree Neither Agree 
nor disagree 
39.1 like the way I look without my clothes. 
A B C 
Definitely Disagree Mostly Disagree Neither Agree 
nor disagree 
40. I am setr-coascious if my grooming isn't right. 
A B C 
Definitely Disagree Mostly Disagree Neither Agree 
nor disagree 
(Please continue on the next page.) 
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Mostly Agree Definitely Agree 
D E 
Mostly Agree Definitely Agree 
D E 
Mostly Agree Definitely Agree 
D E 
Mostly Agree Definitely Agree 
D E 
Mostly Agree Definitely Agree 
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4 I. I usually wear wbaleYer Is baady without carinc bow ll looks . 
A B C D E 
Dcfi11itely Disagree Mostly Disagree Neither Agree Mostly Agree DeCi11itely Agree 
aor disagree 
42. I like tbe way my clotlacs Ot me. 
A B C 
Defiaitely Disagree Mostly Disagree Neither Agree 
aor disagree 
43. I doa't can wbat people tblak about my ·appearance. 
A B C 
Defiaitely Disagree Mostly Disagree Neither Agree 
aor disagree 
44. I take special care wltb •1 balr croomlag. 
A B C 
Defiaitely Disagree Mostly Disagree Neither Agree 
aor disagree 
45. I dislike my pbyalqac. 
A B 
Defiaitely Disagree Mostly Disagree 
46. I am pby1lcally uaattractln. 
A B 
Defiaitely Disagree Mostly Disagree 









Definitely Disagree Mostly Disagree Neither Agree 
aor disagree 
.CS. I am always trying to lmproYe my physical appearance. 
A B C 
D E 
Mostly Agree Definitely Agree 
D E 
Mostly Agree Dcfiaitely Agree 
D E 
Mostly Agree Definitely Agree 
D E 
Mostly Agree Definitely Agree 
D E 
Mostly Agree Defi11itely Agree 
D E 
Mostly Agree DeCiaitcly Agree 
D E 
Definitely Disagree Mostly Disagree Neither Agree Mostly Agree Definitely Agree 
nor disagree 
49. How attractln do you (eel compand to other women your age? 
(A) __ Mach more attractive (B) __ Slightly more attractive 
(C) __ About the same (D) __ Slightly less attractive 
(E) __ Much less attractive 
SO. How important ls 7011r breast region la aneetlng your feelings of your physical attractinaess? 
(A) __ Very important (B) __ Moderately important 
(C) __ Slightly important (D) __ Relatively unimportant 
(E) __ Not at all important 
Sl. Wbat ls the relatloasblp between a woman's breast area aad ber attractinness? 
(A) __ None (B) __ Breasts do not have much or a role in attractiveness 
(C) __ Brcasts have a moderate role (D) __ Brcasts have an important role 
(E) __ Breasts bave aa extremely important role in attractiveness 
Thaak you! I ltaow these questions arc diHicult to answer . I appreciate your participation. 
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Body Exposure and Sexual Activities Questionnaire 
On the following pages is a list of statements regardiag thoughts and behaviors which an individual 
may experience or eaact duriag sexual eacouaters. Pleue read each statement carefully aad idea ti( y 
bow characteristic it is of you aad your experieaces. Please answer these questions oa the aaswer sheet 
using a 112 pencil. Remember, there is ao right or wroag answer . 
52. Duriag sexual activity, I am coastaatly tblakiag tbat my partner will notice something 









53. Duriag sexual activity, I won-y that my partaer wlll fiad aspects of my physique uaappeallag. 
A B C D E 
NEVER RAR);:LY SOMETIMES OFTEN ALMOST ALWAYS 
54. Duriag sexual activity, I am uaaware or bow my body looks. 
A B C D E 
NEVER RARELY SOMETIMES OFTEN ALMOST ALWAYS 
55. Duriag sexual activity, sometblag about tbe way my body looks makes me reel uacomrortable. 
A B C D E 
NEVER RARELY SOMETIMES OFTEN ALMOST ALWAYS 
56. I am comfortable while being undressed by my partner. 
A B C D E 
NEVER RARELY SOMETIMES OFTEN ALMOST ALWAYS 
57. I prefer lo keep my body hidden uader a sbeet or blanket during sexual activity. 
A B C D E 
NEVER RARELY SOMETIMES OFTEN ALMOST ALWAYS 
58 I am comfortable with my partner looking at my genitals during sexual activity. 
A B C D E 
NEVER RARELY SOMETIMES OFTEN ALMOST ALWAYS 
59. During sexual activity, I won-y that my partner will find my body repulsive. 
A B C D E 
NEVER RARELY SOMETIMES OFTEN ALMOST ALWAYS 
60. During sexual activity, I won-y tbat my partner will think the size and shape or my sex organs 









61. When it comes to my partner seeing me aaked, I have nothing to hide. 
A B C D E 
NEVER RARELY SOMETIMES OFTEN ALMOST ALWAYS 
62 . During sexual activity, I have tbougbts tbat my body looks sexy. 
A B C D E 
NEVER RARELY SOMETIMES OFTEN ALMOST ALWAYS 
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63. I don't like my partner to sec me completely naked during suual actiwity . 
A B C D E 
NEVER RARELY SOMETIMES OFTEN ALMOST ALWAYS 
64 . During suual acllrity, I expect my partner to be excited by seeing me wltboul my clothes. 
A B C D E 
NEVER RARELY SOMETIMES OFTEN ALMOST ALWAYS 
65. I prdcr lo keep ccrtaha articles of clotblag on duriag suual actiwity. 
A B C D E 
NEVER RARELY SOMETIMES OFTEN ALMOST ALWAYS 
66 . I am 1clf-coasclous about my body duriag 1czual acllwlty. 
A B C D E 
NEVER RARELY SOMETIMES OFTEN ALMOST ALWAYS 












68 . Duriag sczual activity, I try to bide certain areas of my body from my partner's view. 
A B C D E 
NEVER RARELY SOMETIMES OFTEN ALMOST ALWAYS 
69. Duriag sczual activity, I keep tblaklag tbal parts of my body arc loo uaallractivc to be sexy . 
A B C D E 
NEVER RARELY SOMETIMES OFTEN ALMOST ALWAYS 
70. There arc parts of my body I doa'l waal my partner lo sec during sexual activity. 
A B C D E 
NEVER RARELY SOMETIMES OFTEN ALMOST ALWAYS 
71. During sexual activity, I won-y about wbat my partacr thinks about bow my body looks . 
A B C D E 
NEVER RARELY SOMETIMES OFTEN ALMOST ALWAYS 
72. During sexual activity, I worry that my partner could be turned off by the way parts of my body 









73 . During sexual acth'ity, I~ is bard for me aot to th !:!:. =~!'Ul my wc',:bt . 
A B C D E 
NEVER RARELY SOMETIMES OFTEN ALMOST ALWAYS 
74. I feel sclf-coasclous If the room Is too well lit duriag sexual activity. 
A B C D E 
NEVER RARELY SOMETIMES OFTEN ALMOST ALWAYS 
7S. I am generally comfortable baviag parts or my body exposed to my partner during sexual activity . 
A B C D E 
NEVER RARELY SOMETIMES OFTEN ALMOST ALWAYS 
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76 . Duriag sexual activity I cajoy baYiag my panacr look at my body . 
A B C D E 
NEVER RARELY SOMETIMES OFTEN ALMOST ALWAYS 
77. Duriag sexual activity tbcre are certala poses or posttloas I Hold because or the way my body 









78 . Duriag sexual activity I am distnctcd by tbougbls or bow certaia parts of my body look. 
A B C D E 
NEVER RARELY SOMETIMES OFTEN ALMOST ALWAYS 
79 . Prior to or followiag sexual actlYity I am comfortable walklag aaked la my partaer's view. 
A B C D E 
NEVER RARELY SOMETIMES OFTEN ALMOST ALWAYS 
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SEXUAL HISTORY FORM 
Please remember tbat tbere are ao rigbt or wrong answers to tbe following questioDS. 
Also, please aDSwer directly oa this questionnaire. 
I. How often do you aad your mate ban se:i:ual intercourse? 
(l) ___ more than once a day (2) ___ once a day (3) ____ 3 or 4 times per week 
(4) ___ twice a week (S) ___ once a week (6) ___ once every 2 weeks 
(?) ___ once a mouth (8) ___ 1ess than once a month (9)_not at all 
2. How often would you llke to ban sexual Intercourse? 
(l) __ more thau once a day (2) __ ouce a day (3) __ 3 or 4 times per week 
(4) ___ twice a week (S) ___ once a week (6) ___ ouce every 2 wee~s 
(?) ___ once a mouth (8) ___ 1eu than ouce a month (9) ___ not at all 
3. How ofteu do you masturbate? 
(l) __ more than ouce a day (2) __ once a day (3) __ 3 or 4 times per week' 
(4) ___ twice a week (S) ___ once a week (6) ____ once every 2 weeks 
(?) ___ once a month (8) ___ 1ess than once a month (9) ___ not at all 
4. How often would you llke to masturbate? 
(l) __ more than once a day (2) __ once a day (3) __ 3 or 4 times per week 
(4) ___ twice a week (5) ___ once a week (6) ____ once every 2 weeks 
(?) ___ once a month (8) ___ 1ess than once a month (9) ___ not at all 
S. How often do you have oral 
(l) __ more than once a day 
(4) ___ twice a week 
(?) ___ once a month 
se:i:? 
(2) __ once a day (3) __ 3 or 4 times per week 
(5) ___ once a week (6) ____ once every 2 weeks 
(8) ___ less than once a month (9) ___ not at all 
6. How often would you llke to have oral aex? 
(l} __ more than once a day (2) __ once a day (3) __ 3 or 4 times per week 
(4} ___ twice a week (5.) ___ once a week (6) ____ once every 2 weeks 
(?) ___ once a month .(8) ___ 1ess than once a month (9) ___ not at all 
7. How often do you have sexual 
(l) __ more than once a day 
(4) ___ twice a week 
(?) ___ once a month 
8. How often does your partner 
(l) __ more than once a day 
(4) ___ twice a week 
(?) ___ once a month 
9. Wbat percentage of tbe time 
(1) __ 0%, uever 
desire? This may Include waatlug to have sex, plaualag to have 1e:1, etc. 
(2) __ once a day (3) __ 3 or 4 times per week 
(5) ___ once a week (6) ___ ouce every 2 weeks 
(8) ___ 1ess than once a month (9) ___ not at all 
-feel sexual desire? 
(2) __ once a day (3) __ 3 or 4 times per week 
(5) ___ once a week (6) ____ once every 2 weeks 
(8) ___ less than once a month (9) ___ uot at all 
do you Initiate se:rual Intercourse or activity? 
(3) __ 50%, my partner and I initiate 
(5) __ 100%, I always initiate 
equally 
(2) __ 25%, sometimes 
(4) __ 75%, usually 
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10. For bow maay yean ban you aad your mate bna bavlag su:ual latercounc? 
(l) __ less lhaa 6 months (2) __ 1css than l year (J) __ l to 3 years 
(4) __ 4 lo 6 years (S) __ 7 to 10 years (6) __ more than 10 years 
ll. For bow loag do yon aad your mate usually cagagc la sexaal foreplay (klulag, petting) bdorc bHiag suual 
lnterconne? 
(l) __ less than 1 minute (2) __ 1 to J minutes (3) __ 4 lo 6 minutes 
(4) __ 7 lo 10 miautes (S) __ l l to lS minutes (6) __ 16 lo 30 minutes 
(7) __ 30 minutes lo l hour 
12. OYCrall, bow aatll(actory lo yoa Is your suual relalloasblp with yoar male? 
(l) __ exlremely nasatisfactory (2) __ moderately uasatis(actory 
(J) __ slightly uasatis(aclory (4) __ slighlly satisfactory 
(S) __ moderately utis(actory (S) __ extremely satisfactory 
13. OYCrall, bow aatldaclory do you think your sunal relatloasblp Is lo your male? 
(l) __ extremely uasatisfactory (2) __ moderately uasatisfactory 
(3) __ ,lighlly unsatisfactory (◄) __ slightly satisfactory 
(S) __ moderalely satisfactory (S) __ extremely satisfactory 
14. How aalldaclory lo you is lnlercoune wllb your male? 
{l) __ extremely uasatis(actory (2) __ moderately uasatisfactory 
(3) __ ,lightly unsatisfactory (4) __ slightly satisfactory 
(S) __ moderalely satisfactory (S) __ ex1remely satisfac1ory 
15. When your mate makes sexual advances, bow do you usually respond? · 
(l) __ usually accept with pleasure (2) __ accept reluctantly 
(3) __ ohen refuse (◄) __ usually refuse 
16. IC you try, b It possible for you lo reach orgasm through masturbation? 
(l) __ have never tried (2) __ never (3) __ seldom, about 25'1, o( the lime 
(◄) __ sometimes, S0'l, o( the time (S) __ usually, 1S'1, of the lime 
(6) __ nearly always, over 90CJ, o( the time 
17. If yon try, Is It possible (or y_ou to reach orgum by bnlng your genitals caressed by your male? 
(l) __ have never tried (2) __ never (J) __ seldom, about 25CJ, of the lime 
(◄) __ sometimes, S0'l, of the lime (S) __ usually, 7SCJ, of the time 
(6) __ nearly always, over 90'1, o( the time 
11. If yoa try, Is It poulble for yon to reach orgasm tbroagh suaal lntercoane? 
(l) __ have never tried (2) __ never (3) __ ,eldom, about 25'1, of the lime 
(◄) __ sometimes, S0'l, or the time (S) __ usually, 75',f, of the time 
(6) __ aearly always, over 90',f, of the time 
19. Can yon reach orgasm through stimulation o( your genitals by a Ylbntor or otber means, such as 
runnlag water or rubbing with some object, etc? 
(l) __ have never tried (2) __ never (3) __ seldom, about 25CJ, o( the lime 
(4) __ sometimes, 50',f, of the time (S) __ usually, 75% of the lime 
(6) __ nearly always, over 90% of 1be time 
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20. When you have sex with your mate, including foreplay and intercourse, do you notice some or thcsr 
things happenlag: your breathing and pulse speeding up, and/or wetness in your vagina? 
(l) __ have never tried (2) __ ncver (3) __ seldom, aboul 25'!> of the lime 
(4) __ sometimes, SOil> of the time (S) __ usually, 751(, of the time 
(6) __ nearly always, over 901(, of the time 
21. When you bave sex wltb your mate, lncludlug roreplay and Intercourse, do you experience a reeling 
or sexual pleasure and/ or excitement? 
{l) __ have never tried (2) __ acver (3) __ seldom, aboul 2S'l> of the lime 
(4) __ somctimcs, 50'l> of the time (5) __ usually, 75'l> of the time 
(6) __ ncarly always, over 90'l, of the time 
22 . What percentage or tbe lime tbat you ban RX do you Include arrectlon behaviors, such as aongenltal 
caressing, body massage? 
(l) __ havc never tried (2) __ ncvcr (3) __ scldom, aboul 2.S'l> of the time 
(4) __ sometimcs, 501(, of the time (S) __ usually, 75'l, of the time 
(6) __ nearly always, over 90'l, of the time 
23. Docs your partner have dirriculty getting aa erection? 
{l) __ has never tried (2) __ ncvcr (3) __ scldom, aboul 25'!> of the time 
(4) __ somctimcs, 50'h of the time (5) __ usually, 75'h of the time 
(6) __ ncarly always, over 90'l, of the time 
24 . Docs your partner touch your breast area? 
(l) __ has never tried (2) __ ncvcr (3) __ seldom, aboul 25'h of the time 
(4) __ somelimes, 50'h of the time (5) __ usually, 7S'h of the time 
(6) __ nearly always, over 90'h of the time 
25. When you haYe Intercourse with your mate, do you have negative emotional reactions, such as fear, 
disgust, shame, or guilt? 
{l) __ ncvcr (2) __ rarcly, less than lO'l, - of the time (3) __ scldom, less than 2S'h of the time 
(4) __ sometimcs, 50'l, of the time {5) __ usually, 75'h of the time 
(6) __ ncarlyalways, over 90'h of·the time 
26. How orten do you engage la arrectlon hcbaYlors, 111ch as k.issiug, uongcnltal Intimacy, body massage, 
etc? 
{l) __ nol at all (2) __ lcssthan once a month 
(4) __ oncccvcry 2 weeks (5) __ oncca week 
(7) __ 3.4 times a week (S) __ oncca day 
27. Which best describes your present sexual Ure? 
{3) __ once a month 
(6) __ twice a week 
(9) __ more than once a day 
(l) __ could not be worse (2) __ not as good as it could be 
(3)_ -__ mcdiocre (4) __ bcttcr than average {5) __ could not be better 
28. Arc you afraid to ban sexual relations? 
{l) __ very often (2) __ oftcn (3) ___ occasionally 
(4) __ rarcly (5) __ nevcr 
29. Do you worry about baring sexual relations? 
(l)_not at all because I do not have them (2) __ very often 
(3)_sometimes (4) __ a little bit (5) __ nearly never, and I am having sexual relations 
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SEXUAL AROUSABILIIY INDEX 
TIie e.speric:acc, i• 11ti1 ia.-cator, aay or ••Y aot be aea•ally aroasi•& to you. Tkrc: arc: ao rialu or wro•s aa,wc:u . 
Read cacl, itca a■d tlac■ iadicatc - tlac aaswcr ncct bow ICHally aroased YN (eel wha you lane tlac ducrib<d 
cspcricacc, or laow ocnally aro•ocd ,-1laiak ,- -•Id (eel ii ,- actHIIJ capcricaccd it . Use a #2 pcacil please . 
Tlac •caalac ar llac •••lacn Is Cltta kier. 
Ac a4oasc17 arlcel& -sal; ••llalakaWc, Rl"'lsltt, 4111lracll■c · 
g,. d- 't aUcCl ICIHI -ul 
O= .... 11.cs Cl■ICI ...... .._ .. 1; a1a,1au, -ll•c 
D= •••ll1 c1■1e1 sc1HI -sa1; •adcratcly -ll•c 
Eo= al•nl always HH■ll7 -••c; •cry -••C 
How you -■Id (ee l or Qiak JOU WNlcl (eel i( you were actaaJl7 
ia...,.,rcd i ■ tlais capcricacc: 
10 Wlaca yoar p1rtacr st imulates you gc:aitals witla lais aoutla aad toque - -- - ..A-. - - B .. .... .. C ........ D.- ._ .. E 
81 Wile■ ,our partaer lo11dlc• your breast area witla lais laaad. -- -- -- ---' " ········B·- ·····C·· -···· D· - ·····E 
82 W1,c11 you ICC your partacr aud<--- -- - ----- - -- -- -- --"' ·-·- ·B ....... . c ...... -D ........ e 
83 Wile■ your part■er carcucs you witla lais CJC'---- - - --- - -- A .... - .. B ... ... .. C ....... . D ........ E 
84 Wile■ your part■cr stimulates your gcaitals witb lais liagc r- --- - -- " ······- B ...... .. C ...... .. D ........ E 
SS Wile• yoa art touellcd .o r kisKd o■ tlac i■■cr tlaigb by your part■cr-·-·--···A·- ···· ·B ....... . C .• _ ... .D ....... . E 
16 Wile■ yoa e.aru. your partacr •• gc:aitals witb your (i■grrs'--------~"···-·..B--.··C······ ··D ........ E 
87 Wile■ you re.ad a por■ograplaie or •dirty • stOrY------- ----- -" -· -·.B ....... . C ........ D ........ E 
88 Wile■ your part■er uadr<l5CI YOU-- -- --------- -- -- -"·· ·· ····B .. _ .... C ........ 0 ........ E 
89 Wllcu you da■cc witb your par111cr __ _ _ __ _ _ _ ___ _ ____ ,... ...... .. B.- ..... c ._ ..... D ........ E 
90 Wile■ yoa lane i■tcrcou...., witla yoar part■er .. ·-· ····-- - -- ------ .J\- ·--· B-._·· C ..... _.o_ ..... .E 
91 Wlac■ yoar part11cr touelau or kisses yoar aipplc arc,a..-- - --- - - -"· --· ..11 ... ..... C ... ..... D ........ E 
92 Wile■ yoa e.arcu your parlllcr (otbcr . tl,a■ gc■itals)--------··--··· ··A·-·-·B ········C ... - . .0 .... _ .. E 
93 Wlae■ yoa ..., poraograpbic pictures or slidcs. __ ...;. ____ _ ____ .,._···-··e ....... C ...... .. D ....... . E 
94 Wlae■ yoa lie i■ bed witla your part■cr----------------A·-···-B-...... C ........ D- .. -. E 
9S Wile■ your part■er kis.u you pass ioaately _ _ ... _._ - ---- -- - -··· ·A- ... ... B ........ C .. ...... 0 ...... .. E 
96 Wlae■ you be.ar souad, ol plcaHrc dari■g scr witb your partacr _ ___ _. .. ...... .. B ..•.... . C ........ D ........ E 
97 Wile■ ,our part■cr kis.u you witb a■ czplori■g to■gae _ _____ __ ...,._ .. ..11 ........ C .... .... D ....... .E 
98 Wbc■ yoa rud Hggestiwe or poraograpbic poelrY - - - ----- --· ··A ·- - ...B .. - .... C ........ D ........ E 
99 Wile■ yoa &cc a strip sbow _ _ ____ _ _ _ ___ __ _ __ _ _ _ _,...·-· ·- .B ... ... C- ..... D .. - ... .E 
lOOWbc■ yo■ •ti•■late your parl■cr •• gcaitals witl, yo.ur moatla a■d loague - .... .A-- .B·-·-· ·C ..... ... 0 ...•• -. E 
101Wlac■ yoar parlllcr ca:rcucs you (OIiier tlsa■ gcaitals) ----- - --- -"' ··-·''-- ······C········c,·· "' F. 
102Wllc■ yoa oce a por■ograpbic lil•-- --- - -- --- -- - --- ··A- ...... B ...... .. C ........ D ........ E 
l03Wllc■ · yo■ a■dr ... your part■er_________ - - - - -- ---- ··A- ··-··B .. ...... C ...... .. D ...•.... E 
104Wlle■ ,oar part■er lo■dles your breast area witb Iii• moutb a■d to■gae ... .. .A .. --- .B .. ... ... C .....• - 0 .... .... E 
lOSW!ic■ · yoa aake lowe i ■ a acw or a■asaal place witl, your partacr- -··- ·--····· .A .... . _.B .. .... .. C .... ..•. D ..... ... E 
106Wlaea y.,_uturbate ........... .. ___ __ ·- ··· ······· ·········· ······-------- ·.A ...... .. B ...... .. C ... ..... O ....... . E 
107Wbc■ your partaer bu an or11as• ····· ····- ··-· ······ ········· ···· ···-- - - ··-- ················..A ...• _..11 .... ... . C ...... .. D .... .... E 
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DAIL V BODY IMAGE CHECKLIST 
Please indicate how utis£ied you are TODAY with each of the following areas of your body using the 














1. Face (facial feature, complexion) •••••••••.••••••••••••••••••••••••••••••••••.•••.••••. A 
2. Hair (color, thickness, texturc) ... .......... .. ......................• •...... .... ............. ....... A 
3. Lower Torso (buttocks, thighs, legs) ............. ........................... ... ...... •.......... A 
4. Waist •.•.•..•••.••.••••• •••••••••••••••••••••••••••••••••••.•.•••••••••••••••••.•...•..•••••••••.• A
S. Stomach •....••••••••••••••••••••••••••••••••••.••.•••••••••••••.••••••..••.••••........••..••.•• A 
6. Shoulders •••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••.••••••.•••••••••••••• A 
7. Arms •••••••••••..•.••.••••••••••••••••••••••••••.•••••••••••••••.••••••••••••..•••..••••••.••••.. A 
8. Chest •••••........••••••••••.•••••••••••••••••••••••.••••••••••••.••••••••••.••..•....••••••••.•••. A 
9. Breast region ••.•••••••••••••••••••••••••••••••••.••••••••••.•••••••••••••••••.•••••••••••••• A 
10. General muscle tone ••••••••••••.•••••••••••.•••••••.•.••••••••••••••••••••..•••••••••.•.•••. A 
11. Weigbt ••.....• •.••.••.•••••••••••••••••••••••••••••••••••.••••••.•••••••••.••••••••.•••••.••••.•• A 
12. Heigbt ••.....•.•..•••• •••••••••••••••••••••••••••••••••••.•.••.••••••••••••.••••••••••••••••••. •. A 
13. Overall appearaacc ••••••••••••••••••••••••••••••••••••••••••••••••••••••••.•••••••••••••••••• A 
14. Body shape ••.••••••••••••••••••••••.••••••••••••••.•••••••••••••••••••••••••••••••••••••••••• A 
15. What ls your overall body satisfaction for today? ••••••••••••••••••••.•••••••••••• A 
















A) ___ very UN attractive B) .. ___ mostly UN attractive C) ___ neutral 
D) ___ mostly attractive E) ___ very attractive 
17. Arc you sci r conscious about your appearance today? 




C D E 
C D E 
C D E 
C D E 
C D E 
C D E 
C D E 
C D E 
C D E 
C D E 
C D E 
C D E 
C D E 
C D E 
C D E 
18. Please gaze In a full length mirror at your entire clothed body for 30 seconds. Rate your level of 
satisfaction today with your body on a 1cale from A (not at all) to E (extremely satisfied). 
A B C D E 
19. On a scale from A (none) to E (extremely blgb), please rate your general level of stress today. 
A B C D E 
132 
Appendix 9 
DAILY SEXUAL ACTIVITY CHECKLIST 
Please answer the following on the answer sheet using a 12 pencil. 
THANK YOU! 
20.Please rate your highest level of sexual desire today. 
NONE EXTREMELY HIGH 
A B C D E 
21. How many sexual fantasies did you have today? A=0 B=l C=2 0=3 E=4 or more 
22. How mucb emotional support did you receive from your partner today? 
(A) __ none (B) __ a little (C) __ somc (D) __ a lot 
23 . Did you engage in any affection behaviors today (nongenital intimacy, kissing)? 
(A)__yes (B) __ ao 
24 . If you engaged la affection behaviors today, bow satisfying were 
NOT AT ALL 
A B 
25 . Are you menstruating today? 
26 . Did you Initiate sex today? 
C D 
(A) __ yes (B) __ ao 
(A)__yes (B) __ no 
they to you? 
EXTREMELY 
E 
27. How interested was your partner in satisfying your sexual - needs today? 
NOT AT ALL EXTREMELY 
A B C D E 
28 Did you engage In sexual activity today? (A)__yes (B) __ no 
IF NO, YOU HA VE FINISHED THE QUESTIONNAIRE 
IF YES, PLEASE CONTINUE 
Did you engage in the following activities today? 
29. Intercourse (A) yes (B) __ no 
30 . Masturbation {A) yes (B) __ no 
31. Oral Sex 
female to male (A) yes (B) __ no 
male to female {A) yes (B) __ no 
32. Breast stimulation (A) yes (B) __ no 
33. How many orgasms did you have today? A= 0 B = 1 C = 2 D = 3 E = 4 or more 
34. During sexual activity today, what was your bigbest level of subjective sexual arousal? 
NONE EXTREMELY HIGH 
A B C D E 
35. What was the greatest degree of vaginal wetness or swelling of vaginal tissue you 
experienced today? 
NONE 
A B C D 
36. How satisfied were you with your sexual experiences today? 
NOT AT ALL 
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CONSENT FORM FOR RESEARCH 
Appendix 10 
I bave been asked to take part In a research project described below. Tbe researcher will explain 
tbe project to me In detail. I should feel free to ask questions. U I bave more questions later, Elayne 
A. Saltzberg, M.A., the person mainly responsible for this study, (401-712-6182), will discuss them 
wltb me. 
I have been asked to take part In a study of women's attitudes toward their bodies and sexual 
functioning. Tbe goal of the research is to learn more about bow women wbo have bad br~ast cancer 
feel about their bodies aud about sexual activities. It Involves women who have bad breast cancer 
answering questions oa these topics. 
If I decide to take part la this study, here is what wlll bappen: Tbere are two parts to this 
research, both of which Involve answering questionnaires. First, I wlll complete a set of 
questionnaires. These questionnaires contain questions about body Image and sexual activities and 
take about one hour to complete. Thea, I wlll keep a short dally record for one mouth. This record 
Is la a checklist format and Includes questions on body Image and sexual activities. It should take 
about 5 minutes or less per day to complete. I will be paid S15.00 at tbe end of the study for my 
participation. 
For some people, answering tbese questions may potentially be embarrassing and cause feelings 
of discomfort due to the personal nature of the questions. Elayne A. ·saltzberg, M.A., the principal 
researcber, will be available to me If I would like to discuss these feelings with her. She will also 
provide a list or resources or other professionals with whom I could discuss my feelings. Although 
there will be no direct benefit to me for taking part in this study, tbe researcher may learn more 
about bow women who bave bad breast cancer feel about their bodies and about sexuality. 
My part ia this study is confidential. None or the Information wlll identify me by name. I will 
be assigned an identification number. This number wlll be on all or my questionnaires. No 
questionnaires, except the consent form, will have my name attacbed. A list will be kept separately 
with all of tbe participants' names and identification numbers. All records, including the list with 
my name and Identification number, will be kept in a locked file, to which only the researcher bas 
access. 
If this study causes me any Injury, I should write or call the office of the Vice Provost for 
Research, 70 Lower College Road, University of Rhode Island, Kingston, Rhode Island, telephone: 
( 40 l) 792-2635. 
The decision wbetber or not to take part ia this study is up to me. I do not bave to participate. 
U I decide lo take part in the study, I may quit at any time. Whatever I decide will in no way 
penalize me. U I wish to quit I simply inform Elayne A. Saltzberg, M.A. at 782-6182 or my decision. 
U I am not satisfied with the way tbis study is performed, I may discuss my complaints with 
Elayne A. Saltzberg, M.A. or with Patricia Morokorr, Ph.D., at (401)792-2193, who Is supervising 
tbe researcb. lo addition, I may contact tbe office of the Vice Provost for Researcb, 70 Lower 
College Road, University of Rhode Island, Kingston, Rhode Island, telepbone: (401) 792-2635. 
I have read tbe Consent Form. My questions have been answered. My slguature on this form 
means that I understand the information and agree lo participate in this study. 
signature or Participant signature of Researcher 
Typed/ printed name Typed/Printed name 
Date Date 
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Appendix 11 
I have been asked to take part In a research project described below. The·researcher will explain 
the project to me In detail. I should feel free to ask questions. If I have more questions later, Elayne 
A. Saltzberg, M.A., the penon mainly responsible for this study, (401-782 -6182), will discuss them 
with me. 
I ban been asked to take part In a study or women's attitudes toward their bodies and sexual 
functioning. Tbe goal or tbe research Is to learn more about bow women feel about their bodies and 
about sexual activities. It Involves women answering questions on these topics. 
Ir I decide to take part la this study, here Is what will happen: There are two parts to this 
research, both or which Involve answering questionnaires. First, I will complete a set or 
questionnaires. These questionnaires contain questions about body Image and sexual activities and 
take about one hour to complete. Then, I will keep a short dally record for one month. This record 
is in a checklist format and Includes questions on body Image and sexual activities. It should take 
about 5 minutes or less per day to complete. I will be paid S 10.00 at the end of tbe study for my 
participation. 
For some people, answering these questions may potentially be embarrassing and cause feelings 
or discomfort due to the penonal nature or the questions. Elayne A. Saltzberg, M.A., the principal 
researcher, will be available to me If I would like to discuss these feelings with ber. She will also 
provide a list of resources of other professionals with whom I could discuss my feelings. Although 
there will be oo direct benefit to me for taking part la this study, the researcher may learn more 
about how women who have had breast cancer feel about their bodies and about sexuality. 
My part ia this study is coafideatial. Nooe of the iaformatioa will Identify me by name. I will 
be assigned aa ldeotlficatioa number. This number will be oa all or my queslioaaaires. No 
questioaaaires, except the coaseat form, will have my name attached. A list will be kept separately 
with all or the participants' names aad ldeatlficatioa numbers. All records, including the list with 
my name aad identlricatioa number, will be kept lo a locked file, to which only the researcher has 
access . 
Ir this study causes me any injury, I should write or call the office or tbe Vice Provost for 
Research, 70 Lower College Road, Uaivenlty or Rhode Island, Kingston, Rhode Island, telephone: 
(401) 792-2635. 
The decision whether or not to take part lo this study is up to me. I do not have to participate. 
Ir I decide to take part In the study, I may quit at aay time. Whatever I decide will ia ao way 
penalize me . Ir I wish to quit I simply Inform Elayne A. Saltzberg, M.A. at 782-6182 of my decision. 
Ir I am aot satisfied with the way this study Is performed, I may discuss my complaints with 
Elayne A. Saltzberg, M.A. or with Patricia Morokoff, Ph.D., at (401)792-2193, who is supe"lslog 
the research. In addition, I may contact the office of the Vice Provost for Research, 10· Lower 
College Road, University or Rhode Island, Klogstoo, Rhode Island, telephone: (401) 792-2635. 
I have read the Coosent Form. My questions have been answered. My signature on this form 
means that I understand the information and agree to participate la this study. 
signature or Participant signature of Researcher 
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